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Parallels in Development: Student and Profession 
Elizabeth G. Meier 


The author is Assistant Professor of Social Work at the New York School of Social Work, 
Columbia University, New York, N. Y. 


ANALOGIES ARE ALWAYS hazardous, and they 
can readily be refuted if an attempt is made 
to apply them too literally. Nevertheless, 
in spite of these hazards it is possible to 
venture the thought that the development 
and growth of a student in a school of social 
work parallel in telescopic form the devel- 
opment and growth of the profession. Or, 
expressing the analogy differently, one 
might say that “ontogeny recapitulates 
phylogeny.” 

In 1915, Dr. Abraham Flexner,! in a 
paper given at the National Conference of 
Charities and Correction (later to be known 
as the National Conference of Social Work) 
challenged the position that social work 
was a profession. His criteria of a profes- 
sion have been used frequently since that 
time.2 Sir Raphael Cilento, in an article 
written thirty-four years after the Flexner 
address, also presents criteria of professional 
status. He suggests the following questions 
as those that determine the status of a pro- 
fession: 


1. Has social work a well-defined scope and func- 
tion, with a content and method peculiarly its 
own? 

2. Is the practice of social work limited, or is it 
tending to be limited, by local or professional regu- 
lation, to persons with approved professional 
training? 

3. Is there, in fact, a systematic and standardized 
training that insures competence in certain well- 
defined subjects and skills which are recognized as 
obviously the province of the profession of social 
work? 

4. Is the required training recognized as appro- 
priate for inclusion in the curricula of universities 


1 Abraham Flexner, “Is Social Work a Profession?,” 
National Conference of Charities and Correction, 
The Hildman Printing Company, Chicago, Illinois, 
1915, Pp. 576-590. 

he: J. Bruno, Trends in Social Work, Colum- 
bia University Press, New York, 1948, p. 140. 


on an equality with other recognized professional 
studies? 

5- Does the compensation received by the social 
worker indicate his acceptance by the community as 
a member of a recognized profession? 

6. Is there a philosophy permeating the profes- 
sion that transcends sectarian, political, and geo- 
graphical boundaries? 8 


At the time at which Dr. Flexner issued 
his challenge, he questioned whether, 
within the operations of social work, there 
were methods “unique to the practice,” this 
being one of his criteria for professional 
status. He believed rather that the social 
worker’s efforts were bent toward “discover- 
ing the resources in the community and 
placing them at the disposal of the appli- 
cant.” He did not think this constituted 
a “technique communicable by an educa- 
tional process.” 4 

Sir Raphael Cilento, in the more recent 
paper, believes that at this time there is no 
question but that, in this country, social 
work “is acquiring, or has acquired, profes- 
sional status.” 5 


Awareness of Problems 


The student who decides to enter gradu- 
ate professional study has received motiva- 
tion from many possible sources, but for the 
majority this culminates in the wish to do 
something about the personal and social 
problems of which he has become aware. 
Some of the impulses to enter social work 
arise out of one’s own experiences and 


8 Sir Raphael Cilento, “The World Moves toward 
Professional Standards in Social Work.” Social Work 
as Human Relations, Anniversary Papers of the New 
York School of Social Work and the Community 
Service Society of New York, Columbia University 
Press, New York, 1949, pp. 229-230. 

4 Bruno, op. cit., p. 140. 

5 Cilento, op. cit., p. 230. 
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others are stimulated by exposure, in under- 
graduate study, to materials in the social 
sciences which have awakened the student 
to an interest in the problems of his fellow 
man. His courses in sociology and social 
problems, in clinical psychology, in eco- 
nomics, in marriage and the family, may 
have interested him in individuals and in 
groups who have problems with which they 
need society’s help so that they may deal 
with them effectively. This is somewhat 
analogous to the development of the pro- 
fession in that here, too, the social scientists 
in their study and research came to believe 
that “applied sociology” was necessary in 
order to remove the causes of social prob- 
lems and ameliorate the conditions that 
prevailed. Some of the early schools of 
social work, when they existed within a 
university framework, were subdivisions of 
the departments of sociology, and the 
directors, chairmen, or deans were drawn 
from the ranks of the social sciences. Even 
the forerunner of the National Conference 
of Social Work was sponsored by the Ameri- 
can Social Science Association. 

But the personal motivation was also 
present in the development of the profes- 
sion and in the establishment of services 
within it, historically and at the present 
time. Within the personal experiences of 
many of the early leaders one might find 
that, as individuals, they were moved and 
touched because of having experienced 
suffering or having seen it at firsthand. The 
early charity organization society movement 
in London encouraged “wealthy young 
men” to be “visitors” to the needy, and 
from this personalized contact some of the 
young men began to understand that each 
person in need had an individuality of his 
own. More intimately, Clifford Beers, in 
A Mind That Found Itself, utilized his 
own mental illness and recovery to call 
attention to the problems of the mentally 
ill. Frank Bruno brings out that in the 
settlement movement its leaders had confi- 
dence that “if the more fortunate were to 
live among the less fortunate, they would 
learn to know realistically the problems of 
the poor and how to meet them.” ? 


6 Doubleday & Co., New York, 1923. 
7 Bruno, op. cit., p. 114. 


Social Casework 


In our own recent past, the late President 
Franklin Delano Roosevelt provides an 
example of a leader whose social welfare 
objectives probably utilized both varieties, 
of motivations—those arising from personal, 
emotionally weighted experiences and those 
posited more directly in learned awareness 
of problems. The establishment of the 
National Foundation for Infantile Paraly. 
sis, with its deep and personal meaning to 
the President, and his socially democratic 
aims, as made explicit in his support of the 
Social Security Act, might well represent 
these two different drives. 

So, too, the student may wish to secure 
professional training because he himself has 
encountered painful experiences, or he may 
begin his professional training with moti- 
vations of interest and concern in the well- 
being of his fellow man, an interest which 
has been generated within the relatively 
cool atmosphere of study material. In the 
former case, his experience can be a profes. 
sional asset only if and when his personal 
sensitivity no longer needs to be self-cen- 
tered but can be used to respond to people 
who may be quite unlike himself in many 
ways, with problems and values different 
from his own. 

Regardless of the sources of motivation— 
and usually these are mixed—the student 
begins with a feeling akin to that of the 
early leaders who demanded, “What can we 
do about it?” The emphasis is on the doing. 
To the student, bad housing, disease, 
mental illness, marital stress, delinquency, 
old age, poor parent-child relationships, 
feeblemindedness, and poverty are condi- 
tions to be dealt with promptly. This zeal 
to be helpful and to eradicate problems is 
important and fine, and it would be unfor- 
tunate, indeed, if in our schools of social 
work we “trained out” this valid, deeply- 

-felt concern for individual and social well- 
being. 


Development and Integration of Skills 


It has been previously noted that the 
charge leveled by Dr. Flexner was that 
social work, when he applied the criteria 
for a profession in 1915, did not have “tech- 
niques communicable by an educational 
process.” Following this, social work 
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Parallels in Development: Student and Profession 


became alert to the need to identify methods 
and to improve techniques. So, too, the 
student parallels this historical develop- 
ment in his own. Now, in his classroom 
work and even more clearly in his field 
work, he becomes absorbed in developing 
skills in helping people, in sorting out the 
various processes of casework or group work, 
and in integrating them. 

Very often, the student retraces the 
development of social work in retreating 
from labeled “social problems” and in 
becoming more interested in the individual 
and his inner needs. It is a new experience 
for him to have a person reveal his feelings 
and needs with the expectation that help 
will result. This is different from the ex- 
changes of confidence between friends, for 
now the response to a request for help be- 
gins to involve responsibility, whether the 
request be explicit or implied. This pre- 
cipitates him into a greater awareness of 
self. He is forced into further questioning 
of his early assumption that “of course he 
likes people,” as he finds that he is less 
comfortable with some clients than with 
others and that he reacts differently with 
different people. 

Both in classwork and field work he is 
increasing his fund of new knowledge and 
his understanding of methods and skills. The 
organization of agencies, the use of com- 
munity studies and surveys, the dynamics 
of group relationships, the allocation of 
responsibilities among agencies, the direc- 
tories of social agencies which he finds in 
his field work placement office, the con- 
ferences with personnel of other agencies— 
all these introduce him into what appears 
to be a maze of interrelated activities. His 
public welfare classwork or field work 
illustrates the foundation of law as the basis 
for the development of public services and 
demonstrates the changes in concepts of 
governmental responsibilities. 

Very early, then, the student finds that 
the way in which social work is done is 
different from his previous conception of 
this. A knowledge of oneself, of human 
growth and development, and of the com- 
munity, and the development of skills and 
techniques in observing, interviewing, and 
understanding are all parts of this learning. 
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Learning to use his knowledge and himself 
in relationships becomes a part of an inte- 
grated whole. 


Professional Identification 


As this integration continues, greater 
comfort and security in one’s professional 
growth come about. The student begins to 
recognize that he may take his place in one 
of several areas of social work—casework, 
group work, community organization, 
administration, or research. But as he 
selects his own specialty, he comes, in time, 
to recognize a professional identity that 
extends to workers in other areas of social 
work whose contributions are different from 
his own—not inferior or superior—but with 
a philosophy and objectives common to 
those of his own area. 

In the development of the profession, a 
similar early clannishness existed which 
later gave away to recognition of common 
objectives within the profession as a whole. 
Bruno points out that when the American 
Association of Social Workers was organized 
in 1921 to replace the previously formed 
National Social Workers’ Exchange, the 
membership requirements were such that 
they “could be met, in general, only by 
those engaged in social casework; for case- 
work was the only area in which the tech- 
nique had been sufficiently defined and had 
a sufficient literature to be ‘communicated 
by an educational process.’ This left out 
most of those engaged in settlement or 
community activities; it also excluded many 
subexecutives, or even executives, who had 
reached their positions without the inter- 
vening phase of an educational prepara- 
tion.” § 

In contrast with this narrow focus, cur- 
rent thinking in the field stresses the fact 
that social work has broad ethical responsi- 
bilities as a profession. ‘The psychiatric 
caseworker in a child guidance clinic does 
have concern, as a professional person, that 
the administrative process in a public assist- 
ance agency may be so poorly handled and 
casework understanding so inadequate that 
it may be necessary for applicants to sit 
bleakly for hours, numbered card in hand, 
awaiting “their turn.” The old age assist- 


8 Bruno, op. cit., pp. 147-150. 
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ance worker, as a professional person, does 
have concern that the resources in a com- 
munity have not been used with sufficient 
imagination and concern to insure that 
babies of minority groups will be able to 
have adoptive parents. The family case- 
worker needs to be knowledgeable about 
the fact that sometimes pressures in councils 
of social agencies and community chests are 
exerted to perpetuate poor institutions for 
babies, and that some boards and profes- 
sional staff of homes for the aged will not 
accept persons receiving old age assistance 
because they “aren’t quite the right type of 
person.” 

Dr. Marion Hathway, in a discussion of 
“Preparation for Social Responsibility,” 
pointed out that, while the content of pro- 
fessional education has advanced in the 
area of greater understanding of the indi- 
vidual and his needs, and in enabling per- 
sons to develop greater skill in helping the 
individual, it is important that we once 
again “scrutinize and add to the existing 
process of professional education a new 
area of responsible professional activity. 
This area is work with societal process.” Dr. 
Hathway suggested five hypotheses: that 
social action is a part of all professional 
practice; that responsible social action rests 
upon historical understanding and convic- 
tion about future trends in the social wel- 
fare services; that public responsibility in 
the field of social welfare establishes firmly 
the place of professional service in public 
services; that social agencies supported by 
voluntary contributions from the com- 
munity are responsible to the community; 
that the principles of civil liberties shall 
govern the practices of social agencies.® 

John C. Kidneigh has pointed out that, 
as social workers, we have gained an under- 
standing of the nature of man not always 
shared by the general public. “In spite of 
all the findings of the social sciences, the 
researches of the sociologists, or the clinical 
experiences we have had in social work, 
there are many people who still cling to 


® Marion Hathway, Professional Education—Five 
Papers Delivered at 29th Annual Meeting, American 
Association of Schools of Social Work, Minneapolis, 
Minnesota, oes 1948, A. A. S. S. W., New York, 
March, 1948. 
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some outmoded notions about the nature 
of man.” 10 

The public, in advocating restrictive 
punitive measures against the person in 
need, in insisting upon harshness as the 
accompaniment to the giving of aid, in 
setting up impossible requirements for ad. 
herence to arbitrary norms of behavior, jg 
frequently acting on premises that man js 
primarily selfish, that all behavior is ration. 
ally determined, that man is innately lazy 
and that he would be able to achieve if 
only he exerted himself, regardless of what 
the economic and social pressures might be. 
Social workers, on the other hand, “know 
very well that man by nature is not neces. 
sarily self-seeking. He is not fully rational, 
He is not wholly motivated by pleasure. 
He is not naturally lazy. He is not sep. 
arable from his culture. We know that 
he is a biological organism, an emo- 
tional being. He is a thinking creature, a 
dynamic expression of his society, a complex 
constellation of many known and unknown 
factors, alive, in motion and in interaction 
with his environment. But he is a stubborn 
animal as well. He is a product of his 
culture.” 14 

These pieces of knowledge concerning 
the nature of human beings must not be 
kept separate and apart to be used “by case- 
workers only.” They do need to be seen in 
their relationship to each other as they 
influence casework skills and techniques but 
they must also be seen in their implications 
for programs, and for building the kind of 
society which will provide opportunities for 
individual fulfilment and social produc. 
tivity. 

These, then, are some of the factors 
involved in the student’s growing concep- 
tion of what membership in a profession 
entails. 


Relationship to Other Social Sciences 


As pointed out earlier, social work in its 
beginnings was a branch of the social 
sciences. The forerunner of the National 
Conference of Social Work was part of the 
Section on Social Economy of the American 


10John C. Kidneigh, “People, Problems, and 
Plans,” Social Work Journal, Vol. XXXII, No. 2 


(1951), p. 78. 
11 Ibid, ‘ 80. 
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Social Science Association. In 1879, the 
first session of the National Conference of 
Social Work was held as a separate body. 
“The conference changed its direction on 
its separation from the Social Science Asso- 
ciation. It gradually ceased being a body 
interested in scientific inquiry primarily, 
and shifted its major emphasis to adminis- 
tration and methods of practice, giving only 
secondary consideration to scientific pro- 
cedure under the general title of ‘preven- 
tion.’ . . . This attention to method or, as 
it came to be called, ‘technique,’ received 
reinforcement in the Conference of 1915, 
when Dr. Abraham Flexner denied that 
social work was a profession because, he 
claimed, it did not possess a distinct and 
educationally transmissible technique.” 1? 

Perhaps something similar to that which 
happened to the National Conference hap- 
pens to the student who begins his graduate 
professional training with grounding in the 
social sciences. Professional training 
necessitates that he focus a large share of 
his attention on the methods of doing, and 
he undertakes the technical learning process 
of how to use himself in behalf of other 
people, individual to individual as a case- 
worker; or individual to group as a group 
worker; or individual in relation to groups 
as a community organizer. 

It is in the area of the relationship of the 
social sciences to social work that the 
student of today may be witnessing another 
change in direction in the development of 
the profession. Recent articles are re-em- 
phasizing the significance of research in the 
social sciences and the utilization of its 
findings in implementing the practice of 
social work. They also emphasize the use 
of the knowledge and skills of social work 
to augment social science studies and to 
effect changes in social organization. 

In the field of human relations, we find 
a renewed drawing together of many varie- 
ties of students. The Clearing House for 
Research of the United States Children’s 
Bureau, with its inclusion of scholars and 
practitioners from many fields—medicine, 
social work, psychology, anthropology, 
sociology, nursing, and others—is one 
example of this. So, too, was the constitu- 


12 Bruno, op. cit., pp. 7-9. 


ency of the recent White House Confer- 
ence on Children and Youth with its vast 
representation by persons in many occupa- 
tions but with. the common denominator 
of interest and concern for the welfare of 
children. 

The student of today, along with the pro- 
fession, will be able to turn back once again 
to the substance to be found in the social 
science background, and to reflect upon its 
pertinence to the profession. Stanley P. 
Davies gives three reasons why social work 
would be advanced by developing close 
relations with social science: “(1) The 
knowledge of man in his social relations 
which the social sciences are accumulating, 
if more fully utilized, can bring new in- 
sights into social work practice. (2) The 
more it evaluates the facts behind the 
causes it espouses and the results of the 
functions it performs, and the more it tests 
its assumptions and methods and modifies 
them in the light of the findings, then goes 
on and checks again, the more will social 
work contribute to human well-being. (3) 
Social work has rich resources in the life 
experiences of human beings which should 
be put to use in the development of a 
science of human relations because of the 
untold benefits of such a science not only 
to the practice of social work but to man- 
kind generally.” 18 

In a somewhat broader context, Dr. 
Florence Kliickhohn, in an address given be- 
fore the American Association of Schools 
of Social Work in Milwaukee in January, 
1950, postulated that social workers could 
arrive at a more inclusive understanding 
of the nature of the adjustments and prob- 
lems that their clients experienced if the 
profession more clearly understood some of 
the cultural assumptions on which we 
operate.14 The values that we hold to in 
our own culture are not necessarily uni- 
versal values. We can also be helped to 
think more clearly concerning the nature 
of adaptation if we recognize that in all 
cultures it is necessary for certain areas of 


18 Stanley P. Davies, “The Relation of Social 
Science to Social Welfare,” Social Work Journal, 
Vol. XXXI, No. 1 (1950), p. 21. 

14Florence Kliickhohn, “Cultural Factors in 
Social Work Practice and Education,” Social Service 
Review, Vol. XXV, No. 1 (1951), pp. 38-47. 
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behavior to be defined as to their social 
acceptability, even though the forms and 
behavior may be infinite in their variety 
from one group to another. All peoples 
must work out some system for patterns in 
relationship between the sexes, between 
parents and children, between themselves 
and the business of supplying economic 
needs, between themselves and _ the 
mysterious forces of the universe, between 
individual rights and government. These, 
and perhaps others, are common elements 
in any cultural framework. 

If social casework needs “permission” 
from psychiatry to look to the other social 
sciences for help in understanding problems 
of adjustment, this too is clearly to be found 
in the developing collaboration between 
psychiatrists, social psychologists, and an- 
thropologists in university settings and in 
field studies of human behavior. The rela- 
tionship between internal stress and the 
manner in which it is accentuated or dimin- 
ished by external culturally determined 
patterns is being investigated. In the area 
of social psychology, some of the premises 
on which social work practices rest have 
begun to be more minutely examined. The 
work of John Dollard and Neal E. Miller 
attempts to apply the principles of learning 
in order to understand not only the forma- 
tion of neurotic symptoms but, of extreme 
importance therapeutically, the methods 
for treatment.5 In the area of psycho- 
analysis, Robert R. Sears attempted to dis- 
tinguish between those concepts that are 
subject to scientific testing of their validity 
and those that, in their subjectivity, cannot 
be so examined.!¢ 

Thus, as the profession in its develop- 
ment begins to re-emphasize scientific 
examination of premises, objective study of 
methods and techniques, and careful 
research in evaluating results, so too the 
student has “permission” to begin to apply 
his knowledge from other social science 
fields. Indeed, it is not only permissible 


15 John Dollard and Neal E. Miller, Personality 
and Psychotherapy: An Analysis in Terms of Learn- 
ing, Thinking and Culture, McGraw-Hill, New 
York, 1950. 

16 Robert Richardson Sears, Survey of Objective 
Studies of Psychoanalytic Concepts, Social Science 
Research Council, New York, 1943. 
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but probably will in the future become 
imperative. 

This is not an outlook conducive to 
smugness. Social work is a difficult pro. 
fession in whose practice there is the con. 
stant necessity for examining ourselves, for 
careful sorting out of facts and feelings as 
they influence those whom we help, and 
then the even more delicate task of doing 
something about these matters in order that 
the person may be helped. ‘The observing, 
the seeking for facts, the understanding of 
feelings are but the forerunners and corol- 
laries of the more important objective of 
seeing the person, the group, or the com- 
munity as a whole and of giving services 
toward the ends of greater self-fulfilment 
and of greater social effectiveness. The 
integration of this kind of knowledge and 
the development of the capacity to use 
oneself require time. New concepts, new 
ways of thinking and behaving in relation 
to others must become mellowed and 
seasoned in order that they may be used 
effectively. More intellectual prowess does 
not suffice for this kind of learning. 

It is therefore important to point out 
that no one student, no one social worker 
can or need carry on his shoulders the 
totality of professional responsibility. To 
quote again from Mr. Kidneigh’s address: 


Because of its concern for people, social work 
education feels deeply the responsibility for the 
education of professional social workers who will 
adequately serve the people. But it must be remem- 
bered that social work education does not train 
people to be social workers, but rather educates 
them in how to become social workers. For all the 
information that may be acquired in the course of 
social work education, this is not nearly as impor- 
tant as acquiring the tools with which to become 
a social worker. These tools include methods of 
study, methods of analyzing, methods of doing, 
methods that will be the basis for a continuous, 
lifelong learning experience during the course of a 
social work practice.17 


This is not to minimize the importance 
of each individual member of the profession 
becoming well rounded.  Skilfulness in 
helping the one person in all his delicate 
intricacies of feeling, thought, and relation- 
ship; recognition of the social problems 


17 Kidneigh, op. cit., p. 81. 
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xperienced by the many; and ethical 


e 
responsibility for socially democratic ob- 


jectives for all—these are interrelated aspects 
of the student’s growth and the growth of 


his profession. Nor can he expect, nor 
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would we wish, that current expectations 
and current goals remain fixed and static, 
for we may not yet appreciate the full 
extent of man’s potentiality for growth and 
creativity. 


A Study of Techniques Used in Supportive Treatment’ 
Fritz Schmid! 


The author is Assistant Chief Social Worker, Veterans Administration, Regional Office, Seattle, 
Washington. His paper was presented at a forum meeting at the Veterans Administration 
Hospital, Topeka, Kansas, April 28, 1951. 


JHE TERM “supportive treatment” is fre- 
quently used in the practice and theory of 
psychotherapy and casework. It is difficult 
to find an adequate definition of the term. 
Obviously there cannot be any “support” 

se. The question arises as to what is or 
should be the object of “support.” Theo- 
retically, the term “ego support,” which is 
sometimes used, is more distinct than “sup- 
port” only. Within the framework of a 
dynamic theory of psychotherapy, it may be 
possible to define “supportive treatment” 
or “supportive therapy” as any measures 
taken by the therapist in order to support 
the patient’s ego. Such a definition, how- 
ever, could be attacked on two points: (1) 
Any kind of psychotherapy aims at some 
sort of ego support. The element of ego 
support, therefore, does not distinguish 
supportive therapy sufficiently from any 
other type of psychotherapy. (2) “Ego 
support” remains a rather vague term unless 
it can be shown what is precisely and practi- 
cally meant by it. 

Since, at this point, theory does not seem 
to give an adequate answer to the problem 
of the meaning of supportive therapy, it 
may be preferable to approach this problem 
from the point of view of clinical practice. 
Here the term “supportive therapy” by and 
large is used in juxtaposition to “insight 
therapy” and “interpretative therapy.” ? 
As a rule, we use the words “supportive 


1 This article is based upon a study in which the 
social work staff of the Mental Hygiene Clinic 
participated in consultation with the clinic psychia- 
trists. It is published with permission of the Chief 
Medical Director, Department of Medicine and 
Surgery, Veterans Administration, who assumes no 
responsibility for the opinions expressed or con- 
clusions drawn by the author. 


treatment” or “supportive therapy” in the 
sense of focusing attention on the client’s 
present reality problems and minimizing 
efforts to give the patient insight into the 
unconscious causes of his behavior. 

At the Mental Hygiene Clinic, Veterans 
Administration, Seattle, we have studied a 
group of cases in which we have been doing 
supportive treatment in order to determine: 
(1) which diagnostic groups were selected 
and how they were different from other 
cases, (2) what was the nature of the client’s 
social situation, (3) treatment objectives 
and goals, and (4) what techniques we 
actually used. 

Since we do not have any safeguards of 
completeness or even adequacy of our 
sampling, we do not claim that this study 
offers final conclusions. Its value perhaps 
is that it brings into the open a great 
number of problems that are of practical 
interest and may later be made the subject 
of more intensive and detailed exploration. 


Types of Cases 


Group A. Going over our sample of 43 
cases in which our diagnostic staff con- 
ferences recommended a supportive type of 
treatment, we find a large group (g0 cases) 
of psychotic, especially schizophrenic, pa- 
tients. The majority in this group (26 
cases) had been hospitalized before their 
referral to the clinic for one or another type 
of psychosis, either during World War II 


2See Franz Alexander, M.D., and Thomas M. 
French, M.D., Psychoanalytic Therapy: Principles 
and Application, Ronald Press Co., New York, 
1946; and Florence Hollis, “The Techniques of 
Casework,” JOURNAL OF SOCIAL CASEWoRK, Vol. XXX, 


No. 6 (1949), PP. 235-244. 
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or since their discharge. This is the sub- 
group of “psychosis in remission.” 

Some cases in the group were diagnosed 
as “pre-psychotic.” These were patients 
whose propensity for a psychotic breakdown 
seemed to be so marked that the danger of 
a breakdown had not only to be kept in 
mind but was one of the most important 
factors in determining treatment. 

Other patients in this group were diag- 
nosed as “latent schizophrenics.” Although 
in some of these cases the psychiatrists felt 
that the patients might go through life 
without ever breaking down in an acute 
psychosis, the threshold between a state of 
normalcy and psychosis seemed to be par- 
ticularly low. 

The reasons for using supportive, rather 
than interpretative, techniques cannot be 
fully discussed here. A number of authori- 
ties have pointed out the general reasons 
why supportive techniques are needed in 
the treatment of psychotics. In most of 
these cases efforts at ego support were made 
as part of a “re-repressive” technique.* 

Group B. Study of the 13 cases in which 
recommendations for supportive treatment 
were made, although these patients were 
not diagnosed psychotic, showed that the 
decision to use this type of therapy was 
made on the basis of a variety of considera- 
tions: 

1. There were two cases in which the 
age of the patient seemed to contra-indicate 
the use of interpretative techniques. These 
patients were in their late 4o’s or older. 
Age in this group of cases has not been con- 
sidered as a thing in itself, but in relation 
to the patient’s illness. One of these 
patients was a successful businessman of 48 
who applied for help because of slight 
gastrointestinal symptoms and marital diffi- 
culties. The diagnostic study showed a 
rather severe psychoneurotic condition of 
the compulsive type. The clinic decided 
on supportive treatment because it was 
felt chances of intensive interpretative 
treatment would be poor in view of the 


8See Paul Federn, M.D., “Principles of Psycho- 
therapy in Latent Schizophrenia,” American Journal 
of Psychotheraphy, Vol. I, No. 2 (1947), pp. 129- 
144; and Frieda Fromm-Reichmann, M.D., “Psycho- 
analytic Psychotherapy with Psychotics,” Psychiatry, 
Vol. VI, No. 3 (1943), Ppp. 277-279. 


Social Casework 


long-standing nature of the patient’s neuro. 
sis. 

2. In two cases the patient’s physical con. 
dition determined the choice of a sup- 
portive rather than an_ interpretative 
technique. One of these patients suffered 
from severe cardiac disease and the other 
from a severe and dangerous stomach ulcer, 
We felt that the upset, the unavoidable cop. 
comitant of certain phases of interpretative 
therapy, could become so dangerous to 
these patients’ health that supportive tech. 
niques had to be substituted for interpre. 
tative ones. 

3. In a number of supportive cases we 
dealt with patients who had made a 
neurotic adjustment that seemed to give 
them a considerable amount of satisfaction 
and security. The A case exemplifies this 
group. Mr. and Mrs. A were both patients 
in our clinic. Both were definitely and 
seriously neurotic. In spite of the fact, 
however, that they had difficulties in their 
marriage, by and large they seemed to meet 
each other’s needs. We felt that an attempt 
at interpretative treatment to either of 
these patients might endanger the basis of 
their marriage. ‘They had achieved some 
semblance of balance and there was little 
certainty that they would be able to go 
through a long period of interpretative 
treatment. We felt, therefore, that it was 
better to give support in order to stabilize 
them on a level of fair adjustment. 

4. In a few cases where the element of 
acting out was strong, we decided against 
interpretative treatment because the dan- 
gers of acting out seemed too great. 

5. Another subgroup is that of patients 
whose relations to people seemed to be ona 
very tenuous level. Most of these patients 
had suffered from severe deprivation in 

-their early lives. We felt that interpretative 
therapy was not promising; we therefore 
limited ourselves to a program of sup 
portive treatment. This group seemed to 
fall between the non-psychotic and the 
psychotic group; they were not diagnosed 
as latent schizophrenics but seemed to have 
the element of poor object relations in com- 
mon with latent schizophrenics. 

6. In some other cases external con- 
ditions interfering with a plan of intensive 
psychotherapy, such as inability of the 
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tient to attend the clinic as frequently as 
intensive treatment would have required, 
caused a decision to limit ourselves to sup- 

rtive treatment. 

We are aware of the fact that this enu- 
meration of indications for supportive 
treatment is not complete, but we cannot 
hope to achieve any exhaustive treatment 
of the subject in a study of a comparatively 
small sample of cases. 


Social Situation 


Going over our sample we realize that 
there was an enormous variety in regard to 
the actual social situation and _ social 
adjustment of the patients. ‘Two examples 
may suggest the range of differences. 

Mr. B applied for treatment at the clinic 
because of great irritability which he was 
afraid would cause him to lose his civil 
service job and, eventually, also his wife. 
This patient had a diagnosis of schizo- 
phrenia in remission. There had been 
psychotic breakdowns as well as suicidal 
attempts in the past. Whether at the time 
of Mr. B’s coming to the clinic his fears 
of losing his job and his wife were justified 
in reality would be hard to tell. There 
could be no doubt, however, about the 
fact that his anxieties were serious. In this 
case our treatment goal did not include any 
effort to change the actual social situation. 
The patient’s civil service job, although not 
ideal, was adequate and his marriage 
seemed to be at least fair. Therefore, if 
supportive treatment, as far as the patient’s 
social situation was concerned, did nothing 
more than preserve the status quo, we 
would consider it successful. 

Mr. C, a 26-year-old, single, Nisei vet- 
eran, came to the clinic because of his gen- 
eral frustration with life, his loneliness, 
inability to cope with a training situation, 
and an intensive depression. Mr. C’s 
mother had died many years ago in a 
mental hospital, where she had been hos- 
pitalized for schizophrenia. The father had 
died from food poisoning rather suddenly 
when the patient was still a child. One 
sister, who seemed to have serious diff- 
culties mentally, had estranged herself 
from the family by marrying a non-Japan- 
ése husband. Her whereabouts was un- 
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known. Another sister, the only person in 
the family to whom the patient seemed to 
have a positive relationship, was living in 
another state, more than a thousand miles 
away. It soon became obvious that inter- 
view techniques could not overcome the 
terrific odds in the patient’s present social 
situation. This became even more impor- 
tant when Mr. C started to show signs of 
paranoid thinking. A sick person, even 
more than a healthy one, needs some con- 
tacts with the outer world in order to 
retain a minimum adjustment. We there- 
fore felt that in supportive therapy our 
first task would be to attempt to improve 
this patient’s social situation by, for 
instance, discussing with him the possibility 
of his moving to the community where his 
sister was living, hoping that in this way 
we might remove the reality reasons for his 
loneliness. 

These two cases are at great variance, 
in that Mr. B did not encounter any serious 
difficulties in his social situation whereas 
Mr. C’s social situation, because of his com- 
plete isolation, was intolerable. There are 
many patterns in between these two ex- 
tremes. We felt that in each case of sup- 
portive treatment an attempt should be 
made to evaluate the level of social adjust- 
ment and to decide whether it would be 
necessary to work toward an improvement. 

By and large we felt that there were three 
main social requirements to be met if 
supportive treatment were to prove success- 
ful: 

1. Some family ties seemed to be essential. 
This does not necessarily mean that these 
patients should live with their families. 
In many instances life with the family 
could not be arranged, but if a patient 
could at least have a chance to visit some 
family members whenever he felt depressed 
or disturbed, this seemed to be of the ut- 
most significance to him. In some instances 
patients found substitutes for a family, for 
example, former foster parents or, in some 
cases, people whose attitude toward the 
patient seemed to resemble adoption. 

The problem of family ties was particu- 
larly a subject of discussion in a number of 
cases where, at the beginning of treatment, 
the patients expressed great hostility or 
resentment against the family and felt that 
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they would be much better off without the 
family than with them. Our experience 
has shown that often such negative feelings 
toward relatives are only superimposed 
upon an excessive desire to cling to the 
family. In a number of cases patients with 
an insatiable wish to depend on relatives 
resented them because they did not satisfy 
all their needs. From the point of view of 
reality, these relatives either were fairly 
positive in their relationship to the petient 
or their rejection of him was based on the 
patient’s own negative attitudes toward 
them. We have learned that patients’ 
resentment toward relatives must not be 
too readily accepted as a fact and that, as 
treatment progresses, such resentment often 
proves to be based on psychological factors 
rather than on reality. In such instances it 
has been possible to improve the relation- 
ship between the patient and his family by 
showing the patient that his family is not 
quite as bad as he has thought and that 
the relationship can be improved if he can 
decrease his demands on his family. 

2. It is obvious that patients need some 
sort of occupation and, particularly with 
men, some kind of income-producing work. 
No doubt regular employment is the only 
really good solution. In those instances, 
however, where regular employment was 
not available, we felt it extremely important 
to supply some activities for the patient. If 
the patient, because of his mental illness, 
confines himself to his home and does not 
go out to work in the morning like the 
average person, the dangers of isolation 
become so great that a supportive relation- 
ship, however skilfully carried out, is 
hardly likely to succeed. Often in the be- 
ginning of a contact—especially with a 
psychotic person—we gained the impression 
that employment might be out of the ques- 
tion and that the patient was too sick to 
find a place within the structure of our 
economic life. When, however, we tried to 
see what plans the patient was able to 
develop for himself, we were in many 
instances surprised with what energy and 
skill some of these psychotics were able to 
find their way. 

When we first saw Mr. D in the clinic, 
the picture was definitely discouraging. 
The patient, because of hallucinatory fears, 
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was unable to work with others, and could 
hardly use any means of public transporta. 
tion. It seemed to the therapist that 
rehospitalization could hardly be avoided. 
But, after a few months of discussion of 
different plans, the patient turned out to 
be an excellent craftsman in a field of com. 
paratively little competition. He became 
able to work at home and, with the help of 
his wife, who took over the commercial con. 
tacts, he developed a fairly lucrative bysj. 
ness. 

3. We also felt that a certain amount of 
positive relationship to the community at 
large was desirable if treatment was to meet 
with any favorable results. In some 
instances where the patient seemed to be 
completely unable to relate to people, we 
tried to provide a substitute experience by 
referring him to group therapy in addition 
to or instead of individual therapy; group 
therapy can be particularly helpful because 
the group creates at least a minimum social 
contact for the patient. Those patients who 
seemed somewhat better able to form rela- 
tionships with people were encouraged to 
make some contacts with neighbors, with 
a church group, or with a club. As in the 
area of employment, we felt here that it was 
extremely important to find out what the 
patient himself wanted and where he felt 
comfortable. Sometimes therapists are 
likely to have some pet ideas as to where 
lonesome patients can make contacts. Re- 
ferrals to a church or club can prove not 
only unhelpful but frustrating unless the 
patient himself has the desire to join such 
groups. Even though patients may make 
arbitrary decisions about what group they 
want to join, such decisions may prove 
more successful than more socially appro- 
priate suggestions of the therapist. 


Treatment Objectives 


As has been indicated, a first objective in 
supportive treatment is to improve the level 
of the patient’s social adjustment. The 
objection may be raised that helping the 
patient to make a better social adjustment 
is not an element peculiar to supportive 
treatment but is an essential objective in 
any kind of therapy. Although this objec- 
tion is a valid one, we feel that there are 
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differences in the methods of achieving the 

oal—that the means of improving the 
social adjustment depends on the general 
nature of the treatment principle. 

If we are dealing with a psychoneurotic 
patient who is not handicapped by the 
factors we have outlined (Group B), we 
usually assume the patient will be able to re- 
build his life constructively as he overcomes 
his neurotic conflicts and difficulties. Our 
aim is to help him achieve the ability for 
independent action. If, for instance, such 
a patient lacks the necessary social contacts, 
we do not focus on helping him make such 
contacts. On the contrary, we may feel 
that a certain lack of satisfaction increases 
the patient’s anxiety and, along with this, 
his motivation for treatment. In some cases, 
we may even recommend that the patient 
defer decisions about his present difficulties 
and devote himself mainly to the task of 
becoming well, assuring him that in all 
likelihood he will be able to improve his 
social relationships when he feels better. 
We do not expect that degree of strength 
in the patient to whom we offer supportive 
treatment. We take a certain amount of 
dependency for granted and therefore are 
more active in our efforts. As an over- 
simplification we might say that, in sup- 
portive treatment, efforts at improvement of 
the social situation must come first and 
must have the active participation of the 
therapist; in interpretative treatment, the 
improvement of the social situation comes 
last and calls for little and perhaps no 
active participation on the part of the 
therapist. 

In supportive treatment, in contrast to 
interpretative treatment, we select cases in 
which repressive techniques seem appro- 
priate. The goal is not to help the patient 
release his repressions; in some instances, 
we even use a re-repressive technique. 

An example is the case of Mrs. E. She 
was a married woman of 30, mother of three 
children. She was obsessed with the fear 
that she might do harm to them. During 
treatment, she was at times overwhelmed by 
sexual fantasies of a perverted nature, show- 
ing little inhibition and repression. She 
verbalized, in the first interview, fantasies 
about abnormal sex relations with the 
therapist. As a re-repressive measure, he 


told her that he knew such fantasies were 
disturbing to her, and that many people 
had sexual fantasies at times. He then 
added that it might be better in treatment 
to focus on problems of everyday life, not 
on the sexual ones; that, as a rule, people 
with excessive sexual fantasies felt better 
if they did not pay too much attention to 
them and tried to use their energies to deal 
with problems in the realm of their normal 
life activities. Mrs. E seemed reassured and 
became better able to cope with fantasies, 
as well as to put more energy into the every- 
day problems of her family. 

In supportive treatment, the patient is in 
need of an active force in life. This, again, 
is true of other treatment but not to the 
same degree. Often the therapist must take 
an active parental role. The question arises 
as to whether such a role creates problems 
in the termination of treatment. We are 
sometimes threatened by the idea that, 
theoretically, our relationship with a 
patient may need to continue for an indefi- 
nite period; in our study, however, we did 
not find that this was actually a problem. 
In many cases of supportive treatment, the 
patient at some point found a person out- 
side the clinic for whom he developed 
dependency feelings similar to those he had 
toward the therapist. One patient, for 
instance, who was an extremely dependent 
young man, had had a childhood and 
adolescence full of severe deprivations. He 
seemed to be in need of someone who would 
take over all his problems. He had no 
relatives to whom he could turn. He seemed 
to need a mother rather than a therapist. 
As soon as he became slightly better able 
to relate to people, he took a room with a 
family. At the beginning, this provided 
only a formal relationship to the family. 
Gradually, however, the landlady became 
interested in this young man and within a 
year the patient, by his own efforts, had 
established a relationship with her and her 
husband that was almost that of substitute 
parents. 

When patients did not find a person in 
their environment who could meet some of 
their dependency needs, they often could 
accept a reduced number of treatment con- 
tacts without any harmful effects, after they 
felt more secure with the therapist. One 
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patient, for instance, a schizophrenic in 
remission, was seen 52 times during the first 
year, 44 during the second year, and go 
during the third year. He has been making 
an excellent adjustment in many significant 
areas of his life. 


Special Techniques 


We should like now to discuss in more 
detail the special techniques that we have 
used in supportive treatment. 

1. Environmental Manipulation: A great 
many cases had need for environmental 
manipulation. In some instances it was 
possible to give effective help to the patient 
through contacts with relatives. The better 
the relatives understood the patient and 
the less they exerted unnecessary pressures 
on him, the better was the patient’s chance 
to make an adjustment. In other instances 
it was possible to help with employment or 
training. 

We should add, however, that the ther- 
apist’s ability to help through environ- 
mental manipulation is limited and, at 
times, his efforts can be a hazard to the 
relationship between the patient and ther- 
apist. The more dependent the patient is, 
the more likely he is to attribute omnipo- 
tence to the therapist. If, for instance, the 
therapist offers to see the marital partner, 
the patient may think that this will end all 
the trouble. If he is led to believe that the 
therapist will find a job for him, he may 
expect that no effort on his part is required. 
Since such fantasies are a detriment to 
the treatment goals, it would seem that 
environmental manipulation should be 
attempted only where the chances of success 
are reasonably good. 

2. Direct Suggestion: As a rule, direct 
suggestions are avoided in therapy since 
they tend to create too much dependency 
in the patient. We found, however, that 
direct suggestions can be helpful, not only 
in furthering practical goals but in fostering 
a good relationship with the patient. One 
woman patient responded positively to some 
concrete suggestions about housekeeping 
which led to a greater consideration of her 
by her husband. 

Direct suggestions sometimes were used, 
in a negative way, as warnings. For in- 
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stance, one schizophrenic patient with a 
weak reality sense had a tendency to pur- 
chase merchandise for which he was not 
able to pay, to pick up disreputable com. 
panions, and so forth. He was warned of 
the external dangers of his actions. This 
technique, although not fully successful, at 
least prevented him from performing many 
actions that would have brought him jnto 
serious difficulties. The therapist, in such 
cases, functions as the mediator between 
the impulse and reality. 

3. Reassurance: In the literature on sup- 
portive treatment emphasis has been placed 
on the need for reassurance. Our experi- 
ence has shown that such reassurance js 
indeed an essential part of treatment. We 
felt, however, that extreme caution should 
be used and that it is imperative not to give 
reassurance unless it is warranted. Such 
comments as “Don’t worry about it,” in 
serious situations where the therapist him- 
self is uneasy, do not reassure; on the con- 
trary, as a result of such loose comments, 
the patient’s confidence in the therapist is 
decreased. 

To find the positive elements in a 
patient’s situation and to use these as the 
basis for reassurance is one of the most 
important tasks in supportive treatment. 
In the beginning stage of treatment it is 
sometimes difficult to find such factors. In 
such situations, reassurance in terms of the 
treatment situation itself has proved to be 
a good technique. The patient can be told 
that by coming to the clinic and trying to 
do something about his difficulties he is 
showing strength. 

4. Encouragement: The same general 
principles that are used in giving reassur- 
ance to the patient apply in giving encour- 
agement. If the patient has a fair chance to 
accomplish something desirable, he should 
be encouraged in his efforts. Wholesale 
encouragement, however, is dangerous since 
the patient becomes frustrated if he fails, 
and makes the therapist responsible for his 
frustration. Examples of this sort were 
frequently found where patients had been 
encouraged to make social contacts, espe- 
cially with the other sex. 

5. Interpretation: Although supportive 
treatment distinguishes itself from insight 
therapy by the exclusion of interpretation 
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as a main tool, some interpretation not 
only is harmless but valuable. We found 
that while we excluded attempts to inter- 
ret the dynamics of the unconscious we 
had been successful in interpreting con- 
nections within the patient’s current life 
situation. One patient, who became 
frightened about some _ gastrointestinal 
symptoms which appeared suddenly at 
intervals, was helped to realize that this 
reaction regularly followed difficulties on 
his job. This relieved him greatly. We 
had similar success where we were able to 
show patients the correlation between diff- 
culties at home and in their employment 
situations. 

6. Technicalities in the Treatment Situa- 
tion: Since, in supportive treatment, we use 
a somewhat parental approach to the 
patient, we handle many technicalities in 
treatment accordingly. The initiative for 
contact, for instance, should not always be 
left with the patient. The patient needs 
someone whose interest in him is strong. 
He will feel this interest if he is invited to 
return to the clinic when he has failed to 
keep an appointment, and if the therapist 
can express his concern about the patient. 
In this way, the patient can be helped; he 
feels that he has someone who really takes 


a personal interest in him and some respon- 
sibility for him. 


Summary 


In our efforts in supportive therapy our 
team set-up has been extremely important 
and helpful. One person takes the basic 
responsibility for the patient, and he con- 
sults other team members freely. We have 
felt that the less formal the relationships 
within the team have been, the more 
effective has been our work. Through using 
this flexible team approach, the social 
workers in this clinic have been able to 
take responsibility for a great many cases 
of supportive treatment, including cases of 
rather severe psychosis. 

We have gained the conviction that 
supportive treatment is an excellent tool in 
helping severely disturbed patients make an 
adjustment and in preventing hospitaliza- 
tion or rehospitalization. We have recog- 
nized, however, that warmth of interest for 
the patient and willingness to offer a rela- 
tionship to him are only conditions to 
successful treatment. Concrete techniques 
based upon understanding of the patient’s 
dynamics are necessary in order to do an 
adequate job. 


Treatment of Mental Disturbances in Elderly Women 
Jessie K. Herkimer and Joost A. M. Meerloo, M.D. 


Miss Herkimer is Psychiatric Social Worker and Dr. Meerloo is Assistant Psychiatrist in the 
Vanderbilt Clinic of the Presbyterian Hospital, New York, N. Y. Dr. Meerloo is also Instructor 
in Psychiatry at Columbia University. 


THE SENILE PARANOID woman patient is 
seen rather frequently in our outpatient 
psychiatric clinic. This condition is often 
found among both men and women who 
are forced to live alone, and who gradually 
begin to lose contact with reality as the 
aging process increases. Most of these 
people have lost their love objects. In 1945, 
statistics tell us, because of greater mortality 
among older men, 32 per cent of all mar- 
ried women were widowed by the age of 60, 
and 55 per cent by the age of 64. Beyond 


the age of 64, more than two-thirds of all 
women in the United States are either wid- 
owed or unmarried. In addition to their 
bereavement, elderly women have to cope 
with the hostile attitudes prevalent in the 
community toward the aged. Dr. Martin 
Grotjahn expressed this when he wrote, 
“The aging people of this country feel 
more apologetic than proud of their age 
and try to keep up with the younger ones. 
The young don’t have the image of the wise 
old man. . . . The old have to compete, 
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and cannot sit back... .” 1 This poses an 
unrealistic and, hence, a neurotic solution 
of the problem to an old person. 

Mental hospitalization is often resorted 
to for senile patients who show some de- 
pressive or paranoid trends, when intensive 
psychiatric and social guidance could stave 
off institutionalization. The latter plan 
not only would result in financial saving to 
the taxpayers but would permit the elderly 
patient to remain in more comfortable and 
familiar surroundings. Some of these 
patients, once hospitalized, deteriorate to 
the point where they have to remain in the 
hospital. 

It is difficult to affix a numerical defi- 
nition to the terms “elderly” and “senile” 
because people vary so. Senility or the 
process of involution begins at different 
ages in different people. The time of the 
beginning of senility depends upon the per- 
son’s biological and mental life experiences. 
As is well known, the proportion of elderly 
people in our population is increasing 
rapidly. Our state hospitals’ patient popu- 
lations show corresponding increases. Ben- 
jamin Malzberg, Director of the Bureau of 
Statistics of the New York State Department 
of Mental Hygiene, reported that as of 
October 1, 1949, there were “31,519 patients 
aged 60 or over on the books of the New 
York civil state hospitals out of a total of 
92,231.” This number is roughly one-third 
of the state mental hospital population. 
Mr. Malzberg added, “Patients aged 60 or 
over have an average duration of hospital 
residence of about one and one-half years. 
The per capita cost of maintenance per year 
during the year ended March 31, 1950, was 
$956.78.” 2, Dr. R. B. McGraw points out 
that in the ten-year period 1936-1946, the 
percentage of patients aged 70 and over 
increased from 15 per cent to 26 per cent 
of the total patient population of New York 
state hospitals. ‘The community cost of such 
care might be reduced, since in many 
instances hospitalization is avoidable. As 


1M. Grotjahn, “Some Analytic Observations 
About the Process of Growing Old,” in Geza Roheim 
(ed.), Psychoanalysis and the Social Sciences, Vol. III, 
International Universities Press, New York, 1951, 
pp. 301-312. 

2 Official communication from Benjamin Malz- 
berg, Director of the Bureau of Statistics of the 
New York State Department of Mental Hygiene. 


Social Casework 


Dr. McGraw states, “Formerly, if a person 
over 70 developed mental disturbances 
manifested by abnormal behavior, disturb. 
ance of mood, abnormality of mental trends 
as shown by delusions or alterations in the 
perceptive attributes (such as questionable 
hallucinations) and in addition exhibited 
memory disturbances, the prognosis was 
considered rather hopeless. . . . However, 
recent experience has shown that many 
mental disturbances of the elderly are 
transitory in character, are the results of 
emotional upsets, environmental stress, or 
toxic conditions, and that in a great many 
instances they may be favorably influenced 
or treated.” % 

Aging psychosis is as prevalent among 
men as among women, but we have found 
that men are more apt to require mental 
hospitalization. Some of the reasons for 
this discrepancy are that women tend to 
come to a clinic for treatment earlier in the 
course of their illness than men. Propor- 
tionately more men work than women, and 
find it accordingly difficult to come to a 
clinic during the daytime clinic hours. 
Women are more used to staying at home, 
and to being alone, than men. So, when 
elderly men manifest psychotic traits that 
interfere with their employment, the transi- 
tion to staying at home is apt to be more 
traumatic to them, and hence they tend to 
need hospitalization. 

Since many bereaved old ladies live alone 
in what seems to them to be an indifferent 
if not a hostile world, their suppressed 
aggression gradually becomes freer. They 
project their aggression upon their imme- 
diate environment. They begin to quarrel 
with their neighbors, feel they are being 
spied upon, and cease to trust the tradesmen 
and delivery boys. Their homes, which 
they no longer leave, become increasingly 
a barricade against their enemies. They 
neglect their physical appearance. They 
begin to hallucinate. Many newspaper 
stories of deteriorated old ladies, living in 
dilapidated mansions, highlight what really 
are dramatic cases of senile paranoid 
reactions. 

In some of these cases we find that the 


3R. B. McGraw, “Recoverable or Temporary 
Mental Disturbances in the Elderly,” Journal of 
Gerontology, Vol. IV, No. 3 (1949), pp- 234-238 
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rocess of senile deterioration is not the 
only causative factor. Lifelong frustration 
and other environmental factors also play 
arole. We have seen some of these patients 
readjust themselves to society after they 
have been given some help and guidance. 

Typical regressive feelings are expressed 
in the paranoid symptomatology of these 

tients. In their delusional systems, they 
enjoy the pleasures that their lives of 
frustration have kept away from them. But 
generalized fear develops in the meantime. 
There are illusions of rape and incubus. 
Symbolic fertilization fantasies are ex- 
pressed. Infantile scoptophilia is reversed 
so that the paranoid women believe people 
peep at them. The hallucinations assume 
the special form of being beaten, pinched, 
or flirted with. Parents who have died years 
ago return to persecute these women. This 
complex of symptoms also points to the loss 
of these patients’ libidinal ties, and lack 
of care. Progression of symptoms of these 
patients can reach a stage calling for 
mental hospitalization. 

If such patients, however, consult psychi- 
atrists, and if a clinic social worker shows 
interest in them by seeing them regularly in 
their homes, they often improve remark- 
ably. Although they do not discard their 
senile suspiciousness completely, some 
patients repress their delusional ideas and 
hallucinations. The reality presence of the 
social worker drives the image of the perse- 
cuting parent into the background. The 
special transference relationships that the 
social worker establishes by visiting such 
patients should not be underestimated. The 
community offers, in this way, not only pro- 
fessional guidance but also a token affec- 
tion. Often the very lack of an affectional 
tie provoked the outbreak of the psychosis. 
We have found that these cases lend them- 
selves to assignment to advanced social work 
students. 

The report of the Group for the Advance- 
ment of Psychiatry‘ cites the work of the 
Benjamin Rose Institute in Cleveland. 
This agency provides social casework 
supervision of some “cultured and edu- 

* The Problem of the Aged Patient in the Public 
Psychiatric Hospital, formulated by the Committee 
on Hospitals of the Group for the Advancement 


of Psychiatry, Topeka, Kansas, Report No. 14, 
August, 1950. 


cated elderly people.” Psychiatrists super- 
vise the caseworkers through case con- 
ferences. Medical care, when needed, is 
given in a doctor’s office or in the patient’s 
home. Success in rehabilitating this type 
of patient was found in the After Care 
Service of the Psychiatric Clinic of Rotter- 
dam, with which one of the writers (the 
psychiatrist) was associated. Social workers 
from that clinic visited the patients regu- 
larly to give them social guidance. 

These patients respond well to occupa- 
tional therapy. In its report, the Group 
for the Advancement of Psychiatry advo- 
cates the establishment of mental hygiene 
clinics in hospitals or in existing social 
agencies as guidance centers for the aged. 
Casework would be one of the services pro- 
vided. The report states, “It is believed 
that the Old Age Guidance Center could 
solve many problems at this level and 
materially reduce the need for hospital 
care.” 5 

Abstracts of four illustrative cases, treated 
in the Vanderbilt Clinic, follow: 


Mrs. K 


Mrs. K, a 74-year-old widow, has been 
treated since May, 1950, by a psychiatrist 
and a social worker. At the clinic, she 
was carefully dressed and appeared to be 
somewhat overactive. She told her story 
spontaneously and at considerable length. 
She had had occasional spells of melan- 
cholia ever since she was 35. The spells 
would disappear in a week’s or a month’s 
time. The present spell had lasted a year. 
This time Mrs. K could not “fight herself 
out of it.” Her husband had died seven- 
teen years ago of a heart attack. There 
were no children. She had taken in roomers 
ever since her husband had died. At the 
time of application she had two, one of them 
a blind man whom she looked after. Mrs. K 
had lost thirty pounds in the past year. 
Five years ago, a doctor told her she had 
sugar in her urine. She had little appetite. 

A friend accompanied her to the clinic 
at first, since she was afraid to go alone. 
She was referred to the medical clinic. 
Diabetes was found, and insulin was pre- 
scribed after the physician found the 


5 Ibid., p. 2. 
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diabetes could not be controlled by diet 
alone. Mrs. K was fearful of taking insulin; 
a friend had to give her the injections. Mrs. 
K told the psychiatrist she felt there was 
no point in living—nothing to look for- 
ward to. She complained of stiff knees and 
back, itching of the eyes, and pimples on 
her nose. The blind roomer required too 
much care, and recently a roomer left with- 
out paying her, but did pay later. She felt 
she had been staying home too much. 

The psychiatrist asked the social worker 
to sit in on the second interview. It was 
agreed that the worker would continue con- 
tact in order to help Mrs. K get to the 
clinic (since her friend could not continue 
to bring her), to evaluate the home situa- 
tion, and to see if the blind roomer would 
take more responsibility for himself. It 
was hoped Mrs. K could be helped to find 
more outside interests. It was clear that 
she needed constant reassurance and sup- 
port. 

To date, Mrs. K has been seen twelve 
times by the psychiatrist and the worker 
has made eight home visits, with nine social 
service office interviews. The social worker 
spoke to the physician in the metabolism 
clinic, and to the dietitian, to interpret Mrs. 
K’s special needs. He called for her at 
home at first, then would meet her down- 
stairs in the clinic building, until she grad- 
ually was able to come to the clinic alone. 
Following is an excerpt from the social 
worker's notes: 


The patient had come from the metabolism 
clinic, where she had been given instructions in 
taking insulin. She was quite upset. I explained 
that we certainly had come a long way and now 
we were down to the last procedure. She felt she 
could not give herself insulin. I went through 
the pamphlet given her and again explained the 
details to her. I handled categorically all her 
fears about taking insulin, continuing to come to 
the clinic, and taking a twenty-four-hour specimen. 
Concerning the latter, I explained the procedure 
five times and each time she stated she didn’t 
understand it. However, the sixth time, she said 
it was clear. 


Mrs. K’s use of the transference relation- 
ships with both the psychiatrist and the 
social worker is seen in this excerpt from 
the psychiatrist’s notes: 


Social Casework 


She brought a picture of her husband and of 
the blind roomer to show the psychiatrist. She 
said she had been on a good diet. She asked if 
she could come at any time. “You have to have 
someone to talk to. I feel I have to have someone. 
. - » You have been very kind to me, and Mr, y 
[the social worker] has been so nice.” She brought 
the psychiatrist and the social worker each a jar 
of preserves she had put up. She was afraid of 
having another depression around the Christmas 
holidays since they often occurred at that time. 
She asked to come to clinic again soon. 


The social worker twice accepted an 
invitation to lunch at her home. Mrs, K 
went to considerable trouble to make 
the lunch a festive occasion. She was told 
ahead of time about the social worker’s 
leaving, which she took pretty well. Since 
then she has seen the psychiatrist a little 
more frequently. She declined regular 
appointments with a second social worker, 
when they were offered, telling him she was 
feeling pretty well. In January, 1951, she 
went to the orthopedic clinic alone, without 
undue apprehension. Osteoarthritis was 
found in both knees, and local treatment 
and exercises were prescribed. In February 
she told the psychiatrist she felt improved— 
“T think Iam a lot better. I went all winter 
and I didn’t get that spell.” 

The liaison established with the metab- 
olism clinic also helped in the good result 
we have obtained with Mrs. K. The in- 
ternist commented that Mrs. K’s mental 
status showed a wonderful change and a 
most gratifying result. 

There was a good teamwork relationship 
between the psychiatrist and the social 
worker—an essential in this kind of social 
psychiatric treatment. Mrs. K found that 
her relationship with the social worker and 
the psychiatrist helped to dissipate her 
feelings of loneliness. As she improved she 
went to church regularly, and also did more 
socializing with friends. The diagnosis 
made was “recurrent depression.” The 
psychiatrist believes that without this rather 
intensive treatment, Mrs. K would have re- 
quired mental hospitalization and would 
possibly have had to remain in the hospital. 


Miss R 


Miss R, unlike Mrs. K, lived alone. She 
was withdrawing from reality to a greater 
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extent than Mrs. K. With the combination 
of social psychiatric treatment, she was 
able to return to work, despite her age of 
Min R was single and had made her 
home with her mother for the past fifteen 
years. The mother had died a year previ- 
ously. In March, 1950, Miss R_ became 
depressed, following an attack of herpes 
zoster, was seen by the psychiatric consul- 
tant in the medical clinic, and was then 
referred to the psychiatric clinic. She had 
been seen in the psychiatric clinic in 1941 
for an anxiety state. On the occasion of 
her first visit in 1950, the social worker was 
also asked to see her. Miss R has been seen 
four times by the psychiatrist, at widely 
spaced intervals from April to September, 
and ten times by the social worker. There 
were two home visits and eight interviews 
with the caseworker. Miss R returned to 
work as a saleswoman and has continued to 
feel well. 

At the time of her first interview in 1950 
with her regular psychiatrist, he noted: 


Miss R comes to clinic because of long-standing 
physical complaints, headaches, gas pain, pain in 
side, diagnosed as shingles. She is oriented ade- 
quately in time and space. She is terribly con- 
cerned about herself, cries when she talks of her 
condition. She is emotional but doesn’t think 
she is overemotional. She feels very sorry for 
herself and expressed concern because she has to 
keep working. Wants to stop working and to 
spend her time visiting her sisters. She has no 
close friends. She has spent all her money on 
doctor bills. She is withdrawn and does not make 
friends easily. She gets great comfort out of the 
attention she receives in the hospital and from 
the doctors in the clinic. She has no hobbies. 
Exhibits no wide mood swings. She complains 
that her neighbors make noise. Lives on social 
security benefits. Diagnosis: beginning involutional 
psychosis with hypomania, hypochondriasis, and 
slight paranoid thoughts. 


In treatment, all drugs were stopped. 
The goal of therapy was to get Miss R back 
to work, and to help her to socialize more. 
At the time of the first social service home 
visit by a male student Miss R said she had 
applied for unemployment insurance and 
hoped to manage on that until her return 
to work. She hoped never to have to accept 
charity, but her pains and lack of energy 


precluded her working. She asked what 
psychiatrists do, and whether the social 
worker was a psychiatrist. After an explana- 
tion, Miss R said that since she had been 
to so many doctors who could not help her, 
she “guessed” she did need psychiatric help. 

Miss R preferred that the social worker 
make another home visit, rather than that 
she come to the office to see him. He 
explained that he did not have time to 
come again soon. She failed to keep the 
office appointment and wrote an explana- 
tory card which the caseworker did not 
receive. He thereupon did visit again. 
Miss R was quite concerned over the fact 
she had not heard from the social worker 
in five weeks. The social worker assured 
Miss R that “we had not forgotten you.” 
At the end of this second home visit, Miss 
R served tea. 

Miss R was referred to the office of the 
State Employment Service for older people, 
and to a dental clinic. She went to both 
places several times, and found the people 
there helpful. When she was seen by the 
psychiatrist for the second time, in June, 
Miss R reported that she was feeling better 
but said she had dizzy spells that frightened 
her. She had discontinued the sleeping 
pills but had been sleeping pretty well any- 
way. The psychiatrist’s diagnostic impres- 
sion then was: paranoid symptoms on the 
basis of cerebral arteriosclerosis. In August, 
the psychiatrist noted: 


She feels much better subjectively, but she has 
all kinds of hypochondriacal complaints. Never- 
theless, she has gained six pounds. (She had 
been losing weight.) Contact with two friends. 
She is still submanic; does not express paranoid 
ideas. She keeps in touch with the social worker. 


In September, she received a letter from 
her former employers telling her they 
would be glad to have her back as soon 
as they moved, which would be shortly. She 
was to work a special half-day shift. When 
the social worker expressed pleasure at this, 
Miss R complained of pains in her back 
and from shingles. She doubted that she 
was well enough to work. The caseworker 
encouraged her to try. She failed to keep 
the next appointment with the social 
worker. He wrote her a letter, then, and 
she came in. Again she mentioned many 









poe 





424 


physical complaints, and the caseworker 
interpreted that they represented her anxi- 
ety over her prospective return to work the 
following week. She went to work as 
scheduled. 

She was unable to keep any subsequent 
appointments in the daytime, with either 
the psychiatrist or the social worker, 
because of her working hours. She did 
come in to see the social worker unex- 
pectedly in November but missed him. She 
sent him a Christmas card. Soon after 
returning to work, she wrote the social 
worker, “I just miss you so much. You were 
so kind and helpful to me. I shall never, 
never cease to be grateful to you. I tried 
to come to the office but was too exhausted. 
The work is very hard for me now. .. .” 

We think this result all the more remark- 
able because of the difficulty many people 
over 40 have in finding employment. We 
believe that if Miss R’s employers had not 
taken her back, she would have succeeded 
in getting work elsewhere. In Miss R’s case, 
as in others, follow-up is important when 
patients miss appointments. Patients, 
though they may have been resistant to 
making the effort to come to the clinic, 
appreciate the interest of the clinic in send- 
ing a social worker to see them. With a 
little more encouragement, they often come 
to the clinic subsequently. Having them 
remain home, without help from the clinic, 
augments the trend toward withdrawal 
from reality. 


Mrs. D 


Mrs. D, a younger patient, was helped 
to return to work, with few appointments 
with the psychiatrist, and still fewer with 
the social worker: 

Mrs. D was a 53-year-old telephone com- 
pany employee who came to the clinic com- 
plaining of “extreme nervousness.” She 
told the admitting physician that she had 
had a “hysterical attack” two months pre- 
viously, with tremor, depression, and crying 
spells. She had difficulty eating and sleep- 
ing. She was seen four times by the psy- 
chiatrist and twice by the social worker. 

Her difficulty had started three years ago 
when she had been transferred to different 
work by the company because of her age. 
After twenty-two years of experience as a 





Social Casework 


switchboard operator, she had had to let a 
younger employee take her place, while she 
had moved on to a more administrative 
position as a clerical worker. This was 
hard for her to do. This year she was 
asked to return to the switchboard. Her 
ego could not tolerate this demotion. The 
humiliation over work plus the fact she was 
in her involutionary period were too trau- 
matic for her. 

The psychiatrist gave her considerable 
reassurance. With the patient’s permission, 
he had the social worker ask the company 
to transfer her back to clerical work. The 
company did so. At the point that she 
returned to her clerical job, she reported 
that her symptoms of tremor and of crying 
spells had recurred. She was encouraged, 
however, to remain working in the clerical 
capacity, since the psychiatrist thought the 
reactivation of her symptoms, caused by 
returning to the more responsible position, 
would be only temporary in nature. She 
did not return for further appointments, 
We assume that her symptoms subsided. 

Mrs. D is a childless woman. She made 
her home with her husband and _ her 
mother, with both of whom her relation- 
ships seemed satisfying. 


Mrs. E 


We have been able, so far, to avoid hos- 
pitalizing Mrs. E, a 70-year-old woman, who 
is also somewhat paranoid: 

Mrs. E was sent to the psychiatric clinic 
in February, 1951, because of her stream 
of hypochondriacal complaints. She was 
receiving public assistance. Mrs. E had 
been widowed six years previously. Her 
only child, a son, was dead. The daughter- 
in-law, who lived far away, refused to have 
anything to do with her. Mrs. E told the 
psychiatrist that for the past three months 
she occasionally heard noises or saw people 
peeping at her through doors. She had 
been awakening every morning feeling that 
someone was hitting her over the head. 
She could not think clearly, was dazed and 
frightened. But after eating something she 
found that she gradually felt better. She 
came to the clinic to ask for help with these 
feelings. 

Contact with the clinic has already given 
Mrs. E a feeling of greater security. 
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Although she has a vague feeling that 
enemies do these things to her, she trusts 
the clinic to protect her. The psychiatric 
diagnosis is senile paranoia. 

A social worker has been asked to visit 
the patient at least twice a month, to 
increase her interest in real people. Her 
social life had become extremely circum- 
scribed. The psychiatrist continues to see 
her regularly. Mrs. E has shown a little 
improvement and it is hoped that hospitali- 
zation can be avoided. 


Summary 


Paranoid conditions and depressive states 
are often found among elderly people who 
have lost their love objects, and who are 
accordingly forced to live alone. 

Mental hospitalization of senile or de- 
pressed women patients can frequently be 
avoided through treatment by a psychiatrist 
and intensive guidance by a social worker. 
In the four cases presented, hospitalization 
was not needed. We believe hospitaliza- 
tion would have been found necessary if 
social and psychiatric treatment had not 
been given on an outpatient basis. 

Hospitalization is more likely to be 
needed by mentally disturbed elderly men. 
Men, unlike women, are not used to not 
working and to staying home alone, so these 
deprivations are more traumatic. They 
have a more limited adjustment capacity. 
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It was believed formerly that mental dis- 
turbances in the elderly are likely to be 
serious and long-term ones. Now we know 
that many of these mental illnesses are 
transitory and can be treated with favor- 
able results. 

We have found, as have other investiga- 
tors, that outpatient psychiatric treatment 
in combination with guidance by case- 
workers can restore an elderly woman’s 
interest in living, by convincing her, 
through the transference relationships, that 
people do care for her. The patient inter- 
prets the time given her by the staff as 
indication of affection. Some of these 
patients, when given kindly, understanding 
professional guidance, stop withdrawing, 
and socialize more with others in their per- 
sonal environments. 

The onset of involution differs widely 
among people. The ages of the four elderly 
women patients who were either depressed 
or had early stages of senile psychosis were 
74 (recurrent depression), 68, 53, and 70 
(senile psychosis). 

We think that more clinics and social 
agencies should make this combination of 
social and psychiatric treatment available 
to elderly people. This would not only 
avert the additional suffering that mental 
hospitalization entails for many patients 
but also would result in a considerable 
financial saving for the community. 


Social Casework with Cancer Patients 
Ruth D. Abrams 


Mrs. Abrams is Research Assistant in Cancer Control at the School of Public Health, Harvard 


University. 


THE IMPORTANT CONTRIBUTION that case- 
work can make toward the more effective 
care of the cancer patient was pointed up 
to the participants in a recent project that 
considered ‘““The Emotional Problems of 
Patients with Cancer.” 1 Previous experi- 


1 This study was supported by a grant from the 
American Cancer Society, Massachusetts Division, to 
the Psychiatric Department of the Massachusetts 
General Hospital, Boston, 1948-50. The partici- 
pants were Jacob E. Finesinger, M.D., formerly 


When this paper was written she was Senior Medical-Social Caseworker at 
Massachusetts General Hospital, Boston. 


ence had led me to conclude that, while the 
medical social caseworker usually met ade- 
quately the job of helping the patient's 
family adjust to the diagnosis of cancer, 
only rarely were similar services offered to 
the patient himself. The two obvious 





Assistant Professor of Psychiatry, Harvard Medical 
School, Boston, who organized this study and served 
as consultant to Harley C. Shands, M.D., Assistant 
in Psychiatry, Harvard Medical School and Massa- 
chusetts General Hospital, and Ruth D. Abrams. 
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reasons for this were the attitude of the 
patient and his family toward cancer and 
the attitude of the social workers, nurses, 
and doctors toward this particular diagnosis. 
We should like to analyze these attitudes 
further. 

Each diagnosis, whether it be of cancer or 
of any other illness, may activate some pre- 
conceived ideas about the disease which are 
shared by many persons, and each indi- 
vidual patient, of course, reacts to the given 
diagnosis according to his own particular 
personality pattern. That cancer is a par- 
ticularly dreaded disease, whose cause is 
unknown and whose ending frequently is 
fatal, is generally conceded. To add to the 
insecurity created by this illness is the fact 
that, more frequently than in any other 
disease, the physician hesitates to tell a 
patient the diagnosis. Secretiveness about 
the diagnosis undoubtedly magnifies the 
patient’s fears and probably accounts for 
much of the restraint of professional groups 
and of the family in dealing with the pa- 
tient himself. The need for skilful case- 
work in this area cannot be stressed too 
much. Skill is also needed to determine 
what the illness means to the individual 
patient; an added complication results when 
one is not sure what the patient has been 
told. 

If we accept the hypothesis that “the 
patient is usually concerned with, and often 
aware of the fact that he has cancer and is 
reacting to it—whether he says so or not,” ? 
we shall recognize the need for offering 
services to these patients which will afford 
them better treatment and greater freedom 
from suffering. And again, if we believe 
that in cancer, as in any other illness, the 
mental attitude of the patient is a tangible 
clue to the understanding of the patient and 
his family, we shall appreciate the need for 
further investigation and study into the 
attitudes or reactions of these patients to 
their diagnosis and treatment. 

If rehabilitation is to begin at the moment 
the patient comes to the hospital, we should 
realize the importance of making a plan as 

2 Jacob E. Finesinger, M.D., Harley C. Shands, 
M.D., and Ruth D. Abrams, “Problems in Clinical 
Cancer Research: Managing the Emotional Prob- 
lems of the Cancer Patient.” To be published in 


the Sloan-Kettering Seminar Series, Memorial Hos- 
pital, New York, N. Y., 1951. 


Social Casework 


early as possible—a flexible plan that jg 
subject to change and based on the sharij 
of pertinent information of those profes. 
sional persons caring for the patient. In a 
hospital this includes the physicians, nurses, 
and social workers. 


The Professional Team 


The physician heads the professional 
group charged with the total care of the 
patient. All that he learns from the patient, 
as well as the additional information de. 
rived from nurses and social workers, aids 
him in planning for the patient’s rehabili- 
tation and in deciding what to tell him 
about his illness. 

The nurse, in her daily bedside care of 
the patient, observes his reactions to the 
physical and emotional trauma of medical 
and surgical treatment; she is in a position 
to recognize his need for dependency or his 
wish for independence. Her awareness of 
the relationships the patient forms on the 
ward, as well as those he has with his fam- 
ily, is of value in the plans that may be 
made for his care. 

The caseworker, as another member of 
the professional group, has by the very 
nature of his function and training the best 
Opportunity to study and to contribute to 
the evaluation of the attitudes of the pa- 
tient with cancer and to give him sustained 
and planned support where and when this 
is indicated. The worker’s knowledge of 
the general reactions to cancer, and of the 
particular patient’s attitudes, has long- 
range possibilities for future help both to 
the patient and to his relatives. By learn- 
ing how the individual reacts to his diag- 
nosis and treatment, and how his illness 
affects those within the family group, the 
social worker has tangible leads for de- 
termining the strengths and for setting the 
goals for a suitable medical social plan. 
The social worker is the member of the 
medical team who can be called upon at 
any time for further planning, even in the 
terminal cases when the hospital no longer 
offers readmission or care. 

Before investigating the reactions of pa- 
tients with cancer, the caseworker must be 
aware of his own attitudes in connection 
with this diagnosis. With this knowledge 
the worker can then attempt to create an 
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awareness, amongst the members of the 
professional group, of the significance of 
their own reactions, since they may not 
realize how their attitudes can affect the 
total adjustment of the patient. 

The material from the 60 unselected cases 
included in the project indicates the many 
and various problems that the caseworker 
meets in daily contacts with cancer patients. 
Not all these problems apply only to pa- 
tients with cancer, nor are all or many of 
them found in each individual case; but 
they are frequently present and should be 
considered in setting appropriate casework 
goals. 

During the period of the study, the 
worker followed through with casework 
service to each patient and his family as 
long as this need was indicated. It was 
found that the best opportunity to examine 
casework skills came from two sources: (1) 
from interviews with new patients, who 
were referred to the caseworker to make 
plans for their hospital admission so that 
diagnosis and treatment could be deter- 
mined; and (2) from interviews with pa- 
tients approaching or in the terminal stage 
of their illness, referred to the worker for 
social planning. (In the Tumor Clinic of 
the Massachusetts General Hospital, these 
are routine referrals by the examining phy- 
sician or surgeon to the social worker.) 


Casework with Admission Cases 


The first three cases to be presented were 
selected from the former group. These 
patients had not been treated previously for 
cancer at this hospital] or elsewhere. They 
were new patients who had been referred 
by outside local doctors, or by other clinics 
in the Massachusetts General Hospital, or 
who had come of their own accord to this 
hospital for examination and treatment. 

In attempting to understand and help 
with the problem that the patient faces, 
the social worker will find the answers 
to these questions are pertinent: Did he 
delay in seeking medical attention and, if 
0, why? What is his attitude toward can- 
cer—his preconceived idea of the origin 
and effect of this disease? Does he place 
blame on himself or others for his present 
symptoms? * Does he recall personal expe- 
riences with cancer and, if so, what were 
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the effect and outcome of the disease? What 
were the reaction and advice of those with 
whom he may have discussed his present 
symptoms? What does his family know? 
What have been his previous reactions and 
adjustment to other life experiences, to past 
illnesses, and to doctors? What is his pres- 
ent financial and social situation and how 
does he see this illness affecting his eco- 
nomic and social status? The social 
worker will be aided considerably in under- 
standing the dynamics of the patient’s per- 
sonality if the worker is aware of the de- 
fenses each patient uses. “The defense 
maneuvers frequently encountered by these 
patients are: (1) avoidance, where the pa- 
tient overlooks the lesion; (2) suppression, 
where the lesion is noticed and dismissed; 
and (3) denial, where the significance is 
suspected but dismissed.” 4 

From this first interview, does it appear 
probable that the patient can accept the 
recommended treatment and, if so, what if 
any should be the role of the social worker? 
The casework aim in these interviews is to 
make the best use of the material given and, 
at the same time, gain the patient’s confi- 
dence so that there will be no blocking or 
as little as possible in the patient’s ability to 
accept treatment with all its hazards, both 
physical and emotional. 

From the material in the first interviews, 
the worker was aware that patients with 
symptoms of cancer reacted in a variety of 
ways. Given the opportunity to express 
their anxiety, which was intensified by the 
implications of “house admission,” they in- 
dicated by verbal and nonverbal behavior 
the type of help they might need during the 
various phases of their illness. The case 
illustrations were selected because the situ- 
ations and reactions of these patients were 
characteristic of the total patient group 
included in the study. 

Some patients had the ability in the first 


8 Self-blame or blame on others as a significant 
attitude of patients with cancer is discussed in 
“Guilt Reactions in Patients with Cancer,” by Ruth 
D. Abrams and Jacob E. Finesinger, M.D. (Unpub- 
lished material). , 

4Harley C. Shands, M.D., Jacob E. Finesinger, 
M.D., Stanley Cobb, M.D., and Ruth D. Abrams, 
“Psychological Mechanisms in Patients with Can- 
cer,” Cancer, Vol. IV, No. 6 (1951), pp. 1159-1170. 
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interview with the social worker to express 
themselves realistically and spontaneously 
in one or more of the following areas: They 
related their symptoms to a personal expe- 
rience with cancer and described the course 
of the recalled illness; indicated feelings of 
guilt for having delayed in seeking medical 
attention; placed blame on themselves or 
others for having present symptoms; ex- 
pressed fear of losing economic, social, or 
sexual status; implied feelings of shame for 
having cancer; and in some instances dis- 
cussed their fear of death. 

Mrs. A was a patient who was able to 
express her fears and in so doing to achieve 
some confidence in accepting treatment. 


Mrs. A was referred to the social worker by a 
visiting gynecologist in order that a hospital admis- 
sion might be arranged. Tentative diagnosis: 
cancer of the cervix. From the medical record, it 
was learned that patient was 52 years old and was 
a widow supported by public welfare funds. 

The first interview with the social worker took 
place immediately after the patient’s examination 
in the Tumor Clinic. Mrs. A came into the worker’s 
office, leaving a male friend waiting for her outside 
on the bench. She told the worker that she had 
been “bleeding for the past four or five months and 
that she had not told anyone about her difficulty 
until two months ago.” Then she had confided in 
her fiancé, the man who was waiting for her out- 
side, that she was having difficulty, and it was he 
who had persuaded her to come to the Massachu- 
setts General Hospital. She added, “I think I am 
going to die. People die of excessive bleeding. I 
had a friend who died of cancer. I am afraid I 
have cancer.” Mrs. A had asked the doctor if it 
were possible that she had cancer, and he had said, 
“Yes, if it is not taken care of right away.” She 
went on to explain that she lived a rather lonely 
life, had no family except a sister who was not 
close to her. She had very few friends. Her fiancé 
was kind to her, and she hoped to marry him. “Do 
you think it will make any difference to him? I 
don’t want people at the boarding house to know 
of my condition. I’m sensitive that way.” Shé 
alluded again to her friend who had died of cancer 
and to the pain and suffering she had gone through. 
She also talked about her husband, who had died 
a few years ago of heart trouble. He had been 
very kind to her, and had taken care of her. Since 
his death she was more nervous than before. She 
never really got over his death, but now she would 
like to marry for “companionship.” Did the worker 
think this would be “all right?” Since her hus- 
band’s death she was increasingly lonely. 
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In the first interview with the worker 
this patient gave evidence of her ability to 
express her fears realistically. This gaye 
the worker a clue to her role in meeting the 
needs of the patient. In this case, the 
worker gave Mrs. A the opportunity to dis. 
cuss her fears about her illness and her 
“loneliness.” She was direct in her ap- 
proach to Mrs. A’s anxieties about her 
diagnosis, and attempted to interpret the 
illness and the possible treatment in a way 
that would increase the patient’s confidence, 
In regard to the advisability of her marry. 
ing, the worker suggested that Mrs. A talk 
with the doctor following treatment. The 
worker neither denied nor admitted that 
the patient might have cancer. She at- 
tempted to dispel Mrs. A’s feelings of guilt 
for her delay in seeking medical attention, 
and indicated that she would stand by her 
throughout the period of treatment and 
convalescence and would help her to renew 
her family relationships. Mrs. A had ex- 
pressed bewilderment at what the doctors 
had told her but believed that the case. 
worker was one person with whom she 
could talk. 

The services offered to this patient after 
her admission to the ward included inter- 
pretation of her illness and treatment, both 
to the patient herself and to her family; 
interpretation to the nurses of her person- 
ality in order to alleviate the difficulties 
that she was having in adjusting to hospital 
care; strengthening of the family relation- 
ships; and plans for convalescent care fol- 
lowing her discharge from the hospital. The 
good adjustment to radical surgery that 
Mrs. A was later able to make was partially 
brought about by the encouragement and 
support given her by the caseworker, thus 
enabling her to express her realistic fears. 

On the other hand, many patients cannot 
express their fears. They use as their de- 
fense an aggressive behavior which is di- 
rected frequently toward those in the 
professional or family group who are most 
concerned with their care. They minimize 
the need for early hospitalization; repeat 
that they have never been ill; deny personal 
experiences with cancer; place blame on 
themselves for the onset of this condition; 
and frequently imply feelings of shame for 
having their present symptoms by stating 
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yehemently that there was “never any can- 
cer in my family.” 

Mrs. B was a patient whose aggressive behavior 
was immediately noted in the first interview with 
the social worker. She was referred by the visiting 
surgeon to arrange early hospital admission. Her 
diagnosis was cancer of the breast. The patient was 
a Canadian-born woman of 51 who worked as a 
cook. She was accompanied to the clinic by her 
husband. 

In the interview, the worker introduced herself by 
saying that the doctor had asked her to see the 
patient about plans for hospital admission. Neither 
the patient nor her husband, who was present dur- 
ing this interview, answered. The worker asked if 
the doctor had discussed hospital admission and the 
patient said yes, but she did not think she would 
come in for about two months. She could not 
possibly leave her job until then. She did not see 
why the doctor wanted her to stay ten days; that 
was too long a time. “You might tell me how you 
happened to come here today,” the worker asked. 
The patient answered by saying that she had had 
her present difficulties for two years. It had all 
started when she “bumped her breast.” Her 
employer had advised her to come to this hospital. 
“Have you ever consulted a doctor before today?,” 
the worker asked. “No, I haven’t. The only other 
time I had to go to see a doctor was when I had a 
vein ligation. I have been well all my life. In 
fact, | have gone ten years without missing a single 
day’s work.” When the worker discussed the 
advisability of early hospital admission, the patient 
interrupted by asking, “Is cancer contagious?” 
Worker replied in the negative. “Is it inherited?” 
The worker said, “Why do you ask that question? 
Have you any relatives who have had cancer?” 
The patient was emphatic in saying no and added 
that her father died at go, her aunt at 80, and her 
mother was in her 50’s when she died of a shock. 
As the interview progressed, the patient verbalized 
her antagonisms, which were directed toward the 
doctor, her husband, and the social worker. The 
latter listened attentively and commented only when 
questions were asked directly by the patient. Mrs. 
B gradually was able to accept the need for early 
admission, and with her husband accompanied the 
social worker to the admitting office where plans 
for admission were made for three days thereafter. 


In the worker’s opinion, the patient’s 
ability to express her fears and her feelings 
of guilt for delay in seeking medical atten- 
tion, by the use of aggressive behavior, 
helped her to accept treatment as advised. 
The worker visited the patient on the ward 
and continued to give her the opportunity 
to discharge some feeling through expres- 
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sion of hostility. A radical mastectomy 
was performed. No definite plan for help 
with convalescent care appeared indicated. 
In the clinic, when the patient came for 
periodic check-ups, she continued to express 
vehemently to the social worker her dislike 
of specific doctors and nurses and her 
criticism against several clinic procedures. 
Although the caseworker did not attempt 
to help the patient understand the defen- 
sive character of her aggression, it was felt 
that the acceptance of her continued hostile 
behavior was a support to her throughout 
her illness. 

There is also a group of patients who 
deny their concern over their present symp- 
toms. They insist that nothing ever bothers 
them and that everyone is “wonderful” to 
them. They ask no questions and refer 
anyone who does to the doctor in whom 
they have “complete confidence.” Fre- 
quently they unconsciously place blame on 
others for the onset of their present symp- 
toms. These are the patients who often win 
the favor of doctors and nurses but who 
require great skill on the part of the case- 
worker. Their fears are so marked that 
they cannot discuss their anxieties with 
anyone. As in the case of Mrs. C, the area 
of deepest concern frequently lies in the 
threat of mutilation. 


Mrs. C was referred for hospital admission by the 
visiting surgeon, with a diagnosis of cancer of the 
breast. A married woman of 50, she lived with her 
husband and two sons. She was unaccompanied to 
clinic. 

The first interview with the social worker re- 
corded that Mrs. C was a large, friendly woman 
who told the worker that she felt “a lump” a week 
ago. She first discussed this with her married 
daughter and a week later went to see her family 
doctor. The latter referred her to the Massachu- 
setts General Hospital. The patient said, “I think 
this trouble all started years ago when I nursed my 
youngest son.” She told the worker that this was 
her first hospital experience and stated a dislike for 
doctors and hospitals, but gave no details. Mrs. C 
said that the doctors had told her nothing about 
her illness except that she would need further exam- 
ination, and it was for this that she was being 
referred to the hospital. She thought she had a 
“tumor” and knew it should come out. The patient 
seemed accepting of her present situation. She re- 
peated, “Nothing ever bothers me. I have always 
been easy-going about things that have happened in 
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my home and with my children.” She said every- 
one had been “wonderful” to her and there was 
no reason why she would not keep her appointment 
to enter the hospital. 


This patient had a radical mastectomy 
followed by plastic surgery. The social 
worker made frequent short visits to the 
patient on the ward and took no initiative 
in urging her to express her fears. The 
interviews with the patient and her family 
revealed that the former was reacting “dif- 
ferently” than she had at other trying times 
in her life—usually she was apprehensive 
and demanding of attention. During this 
experience, Mrs. C was described by the 
nurses and doctors as a “model” patient 
who made no demands. The patient her- 
self told the worker that she had not looked 
at the operative scar and that she had 
referred all who questioned her about her 
condition to the doctor who was in charge 
of her case. The social worker respected 
the patient’s own method of meeting the 
impact of diagnosis and treatment but con- 
tinued her interest and support so that the 
patient could express her fears at any time. 
Mrs. C initiated a contact with the social 
worker one month after the operation by 
suggesting that the worker might be inter- 
ested in seeing her scar. In complying with 
this request the social worker showed readi- 
ness to accept whatever way the patient 
selected to express her feelings. Mrs. C 
admitted at this time that she herself had 
not looked at the scar until a few days 
before, that she had told no one about her 
condition, and that she had worn a heavy 
coat at all times to keep anyone from seeing 
that she was “lopsided.” During this inter- 
view, the caseworker was able, for the first 
time, to give the patient the opportunity to 
describe the meaning of her illness and to 
offer service in relation to helping her ob- 
tain a prosthesis and to assume her past 
household activities. 


Interviews with Terminal Cases 


Interviews with cancer patients who are 
approaching or are in the terminal stage of 
their illness, when referred to a caseworker 
for social planning, present problems that 
may require more skilful handling than 
those experienced by the social worker in 





Social Casework 


the first interviews with the new patient, 
Many of the reasons for this are obvious. 
Often these patients have lived with their 
disease for a long period of time and now 
may have recurrence of former symptoms, 
They have had, therefore, the time to ac. 
quire more fixed and unalterable attitudes 
toward their disease. Also, they have had 
frequent opportunities to discuss their jj]. 
ness and treatment with many professional 
and lay persons, including fellow patients, 
Not all these patients have talked freely; 
some have acquired, or already assumed, a 
serene acceptance of their disease or learned 
to adjust to it according to their own pat. 
tern. Many, however, belong to the group 
of patients whose fears are increased at this 
point and whose need for help in adjusting 
to their present situation, whether known 
or only suspected, is part of the social 
worker’s responsibility. The patient who 
is behaving contrary to his life pattern may 
especially need understanding and help. 
The social worker to whom the terminal 
patient has been referred has access to the 
medical history, but this gives little or no 
record of what the illness has meant to the 
patient or of what he has been told. (It 
might be pertinent to add here that infor- 
mation on the medical chart regarding the 
patient’s understanding of his disease, his 
reactions to what he has been told, and the 
plans for the management of his social and 
emotional treatment would have been most 
helpful to all caring for the patient.) It is 
difficult to meet adequately some of the 
questions or statements that are directed to 
the social worker by patients in the termi- 
nal stage of their illness; for example, “A 
year ago, when I was first admitted for 
surgery, I entered the hospital prepared to 
die, but following surgery and discharge, I 
was resigned to live.” ... “The doctors I 
have known have not visited me for days. 
I thought you, too, had deserted me.” .. . 
“Long illness is so humiliating.” . . . “I've 
been around here for days and all I'm 
getting is the runaround. The doctors are 
not doing anything for me.” 

The above remarks indicate that rejec- 
tion of patients in the terminal stage of 
their illness is a common reaction. Many 
of us unwittingly reject what we cannot 
cope with effectively. Some degree of re- 
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‘ection is also frequently present in the 
attitudes of physicians toward the patients 
they are unable to help. Some physicians 
handle the patient’s reaction very well; 
others are less skilful. This is one of the 
areas where the social worker can help the 
physician. It is the worker’s responsibility 
to know the person or persons on whom 
the patient depends for medical and emo- 
tional support and to clarify to these indi- 
viduals their particular roles. Because the 
social worker has the time, the training, and 
the experience to understand the attitudes 
of people, the caseworker in a medical set- 
ting can carry primary responsibility for 
working with patients on this feeling of 
rejection. In many cases, listening to these 
patients, visiting them at regular specified 
times, and offering specific services are all 
that is necessary. But the worker must 
recognize when feelings of humiliation, 
frustration, and rejection are more than the 
patient can bear. In such cases the worker 
can be helped by consultation with a psy- 
chiatrist, whose advice is valuable in de- 
termining how best to deal with such 
reactions. 

The following case is presented to indi- 
cate primarily the part the social worker 
played in: (1) dealing with the patient's 
feelings of rejection, (2) interpreting the 
patient’s attitude of inadequacy to his wife, 
and (3) giving the patient’s wife an oppor- 
tunity to express her fears and anxieties. 


Mr. D was a young man of g1 who had known his 
diagnosis (carcinoma of the testicle) soon after the 
onset of his illness one year ago. He had been 
referred from an outside hospital for X-ray therapy 
and in the last year had received a series of treat- 
ments at three different times. Mr. D was ambula- 
tory during these treatments. At the conclusion of 
each series, he was able to return to work. He 
was an intelligent, well-educated chemical engineer 
who lived with his wife and two small children in a 
single house which he had recently bought. Rela- 
tionships with his wife and family were excellent. 
The patient and his wife had moved recently from 
California, and had no relatives in this part of the 
country. 

The first referral to social service came when Mr. 
D, who was rated as a semi-private patient, was re- 
examined in the Tumor Clinic. House admission 
was recommended. The doctors considered that 
Mr. D was approaching the terminal stage of his 
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illness and surgery was recommended as a last 
resort for arresting the disease. 

In this first interview, Mr. D was too ill for the 
worker to do more than obtain identifying informa- 
tion and to facilitate his immediate admittance to 
the emergency ward. Later that day, the worker 
visited Mr. D, who told the worker of his present 
social and economic situation. In regard to his 
illness, the patient said, “I know I have cancer. 
Life is pretty rough. My own doctor told me a 
year ago the truth about my condition. I have a 
sister who has a similar thing. She had a colostomy 
operation at the same age I am now.” He told the 
worker that his wife had known all along about his 
condition, and stated that she was bewildered about 
present plans and wished she could talk with some- 
one. 

In her first interview with the patient’s wife, the 
worker explained plans for Mr. D’s treatment and 
after-care and gave Mrs. D an opportunity to talk 
by telephone with the surgeon who was to perform 
the operation. The following day a unilateral 
orchidectomy was performed. During his convales- 
cence, plans for the patient’s return home were dis- 
cussed. The patient did not understand why he 
should leave the hospital while he was still weak 
and there were symptoms present similar to those 
he had had on admission. Although Mrs. D wished 
to care for him at home, she was afraid something 
might happen with which she could not cope. 
Both Mr. and Mrs. D were disturbed and felt that 
sufficient treatment had not been given. Both stated 
that the house staff visited the patient daily but 
always appeared in such a hurry that Mr. and Mrs. 
D did not have a chance to ask the questions that 
were uppermost in their minds. 

A few days after his discharge home, the patient 
was readmitted to a free cancer bed. Medical care 
had depleted Mr. D’s savings and, although he dis- 
liked admitting this, he realized the necessity for 
free care. After a few days on the ward, Mr. D 
was placed in a single room because of his in- 
creasingly poor condition. Due to pressure of work 
and the intervening weekend, the social worker did 
not visit him for three days. Her greeting from the 
patient was: “I thought you, too, had deserted me,” 
an expression of the rejection on his part which was 
fast becoming a repetitive and disturbing force. In 
this interview, Mr. D said that the doctors whom he 
knew previously had not visited him and that no 
one had explained why he was suffering from a uni- 
lateral paralysis of the hand and leg. He added that 
probably nothing was being done for him because 
his case “is hopeless anyway.” The worker spoke 
to Dr. V, one of the physicians who had followed 
the patient closely in the past, and asked him 
whether or not Mr. D should be told something 
about his paralysis. Dr. V at first thought not, 
then added, “He knows everything else. He should 
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be informed of this. I shall discuss it with the resi- 
dent, and if he wishes me to do so, I shall give that 
information to the patient myself.” Dr. V visited 
the patient the following day and talked to him 
about the cause of his paralysis. From this time 
the worker visited Mr. D daily. In these visits Mr. 
D indicated that he now understood the implica- 
tion of his present paralysis but appeared chiefly 
concerned with how his wife was getting along and 
whether or not the worker thought she would be 
able to manage. 

When the patient became disoriented, the worker 
focused her attention on his wife and met her each 
day following her afternoon visit. In these meet- 
ings, of long or short duration depending on Mrs. 
D’s needs, many problems of meeting present 
emergencies, as well as past events, were discussed. 
The worker gave Mrs. D added support by citing 
specific instances of ways she had helped her hus- 
band during his long and trying illness. 

At one point, Mrs. D became acutely disturbed. 
She told the worker that recently Mr. D had covered 
his face with the sheet whenever she entered his 
room. When the worker interpreted that this 
action possibly stemmed from Mr. D’s disgust with 
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himself for deserting his wife and family, Mrs, D 
was considerably relieved. 

A few weeks after Mr. D's death, Mrs. D visiteg 
the worker and thanked her for “her constant con- 
sideration to her husband” and for her regular 
visits which had “given her the only chance to dis. 
cuss all that she was feeling and worrying about,” 


It is hoped that this discussion has indi. 
cated ways in which the medical social case. 
worker can offer help to the individual 
cancer patient. The importance of rehabij- 
itation, no matter what the prognosis may 
be, has been found a useful service when 
offered to these patients. The illustrative 
material was selected to indicate primarily 
that an appreciation of the reactions of 
these patients and an understanding of the 
dynamics of their defenses are essential in 
setting goals and improving casework tech- 
niques. It also indicates that further studies 
will contribute toward relieving the suffer. 
ing of the patient with a diagnosis of cancer, 
and may lead to providing better services 
for him. 


Short-Contact Services in an Information and 
Referral Center 


Dorothy Eklund 


Mrs. Eklund is Assistant Director of the Community Information Center, Community Chest 


and Council of Hennepin County, oo Minnesota. 
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THIs PAPER IS BASED on experience in the 
Minneapolis Community Information 
Center, a department of the Community 
Chest and Council of Hennepin County. 
The department grew out of community 
and agency plans to establish one place 
where people could get information about 
social resources and be referred without 
being sent from one agency to another. 
There are several such centers in the 
country. 

We should like to focus on one aspect of 
the work in the center: the skills involved 
in working with the people who come to 
find out where they can get help with their 
problems. The other two aspects—com- 
munity talks, committee work, and consul- 
tation, on the one hand, and agency 


Her paper was given at the 


, Atlantic City, New Jersey, May, 1951. 


consultations on the other—though im- 
portant, will not be dealt with here. 

One definition that Webster gives for 
skill is “practical ability in art, science, or 
the like.” This, translated into our own 
field, means that before we learn the how 
of working with a client we must be firmly 
grounded in psychological understanding, 
have a genuine capacity for relationship 
and an acceptance of the function of our 
particular agency; or at least there must 
be a steady movement toward this under- 
standing, relationship, and acceptance. 
Skill cannot be turned on like a faucet; nor 
does it operate automatically in a vacuum. 
In order to be useful, a caseworker has to 
understand himself (to a degree, at least) 
as well as other people, has to be able to 
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Short-Contact Services in an Information and Referral Center 


“get to other people,” and must accept the 
limits within which he works. These are 
basic requirements for any caseworker 
and without them his skills cannot flourish. 

In thinking about the special skills in 
short-contact services, I have come to the 
conclusion that they are no different in 
kind from those used in many other case- 
work settings; their difference is in degree. 
All caseworkers learn to listen, to wait, to 
assert, to focus, to select, to inform, to sup- 
port, to be skeptical, to engage the client in 
the discussion of his problem, to leave him 
free to make his decisions. The skills used 
in a community information center in 
giving information and in helping the 
client use resources, though utilized more 
frequently than in many other agencies, are 
not essentially different, because in all 
agencies these same skills are used at appro- 
priate times. This paper, therefore, con- 
cerns itself with familiar skills which are 
telescoped or emphasized only because of 
the special function of this center. 


Skills in Relation to Function 


A person comes to us to find out where 
he should go to get help with his problem. 
His questions range in complexity from the 
simplest kind, when he asks help in finding 
a family caseworker or a lawyer, to the most 
intricate, when he does not know exactly 
what he wants, or expresses a superficial 
need which is not his real one. Our job is 
to give him information about the resources 
he asks for, to help him find the resources he 
really needs, or to help him decide for him- 
self whether he is ready for resource help. 
All this is geared to helping him move on, 
so that he comes to the end of the interview 
with enough positive feeling to enable him 
to take the next step. 

We must do this within a definitely cir- 
cumscribed period of time—from a few 
minutes to three-quarters of an hour or so. 
This is not a handicap; the caseworker’s 
underlying awareness of the time sharpens 
his skills—he must help the client make a 
beginning, help him get to what can be 
done, and help him bring the interview to 
an end. One might call this a creative use 
of time limits. 

Some of the specific skills drawn upon can 
best be illustrated by means of case exam- 
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ples. Three kinds of problems will be 
briefly discussed: first, that of the client 
who is able to consider only part of his 
problem; second, that of the client who asks 
for help with something other than his real 
problem; and third, that of the client who 
is avoiding his problem. 


Helping the Client with a Part of His Problem 


Although many of the people who come 
to us are in panic or distress and need sup- 
port from the caseworker, the worker must 
be careful not to let them plunge into their 
total problem. The handling of this be- 
longs elsewhere. 


Some time ago Mr. O, a well-dressed, courteous 
man, came to ask for a loan so that he could drive 
his wife and two children back East. He had 
hoped Minneapolis would improve his wife’s health 
but this had been a vain hope, and in addition he 
was unable to get a job and their money was now 
gone. The caseworker responded with information 
that no loans except those on a commercial basis 
were available, explaining why this was so. Recog- 
nizing the client’s need for status, the caseworker 
did not mention the possibility of financial assist- 
ance until he asked about it. Then she said that in 
order to help him, the Minneapolis public depart- 
ment would have to ask for Mr. O’s agreement to be 
returned to his place of settlement after preliminary 
assurance from the same department in his home 
town. Mr. O thought this over and then explained 
that his father in Pennsylvania, to whom the family 
could go for a while, was old, nervous, and would be 
distressed by a telephone call from him for money. 
The caseworker accepted this without any effort to 
get behind his defense. She agreed that his prob- 
lem was difficult. Mr. O smoked silently for a while, 
the worker’s silence offering an easy acceptance of 
whatever he decided. Suddenly he said that he 
was going to telegraph his father for money, and 
he grabbed the caseworker’s hand, saying it was 
good to know that somebody in Minneapolis cared 
about what happened to him. 


I believe the thing that gave this un- 
certain man strength was, first, the clear 
picture given him of all resources available, 
the caseworker’s friendliness and acceptance 
of him, her discussion of each point as he 
was ready to take it up, her willingness to 
be engaged in the preliminaries leading up 
to his decision, and her withdrawal from 
taking over the decision. It would have 
been good had Mr. O given evidence of 
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more strength, but the caseworker must 
work with what the client has, not what he 
wishes the client would have. 


Helping to Bring Out the Real Problem 


In the beginning, the client’s story is 
always accepted at face value. When it 
begins to look as if there were more in the 
story, however, than is evident on the sur- 
face, and the worker believes that, in con- 
trast to the situation of Mr. O, it would be 
good for the client to bring out the real 
problem, for the purposes of referral, he 
works toward that goal. 


Two women, who came in for addresses of board- 
ing homes for their middle-aged, unmarried sister, 
seemed hesitant and anxious. The caseworker gave 
them the information about boarding homes, 
moving carefully through their questions and 
cautious statements. Accepting them as deeply 
concerned, she gave them time to offer more and 
more instances of their sister’s extreme behavior. 
They grew bolder and bolder in their examples. 
One of them said she guessed it was not a boarding 
home her sister needed. The caseworker agreed, 
on the basis of the information they had given her. 
After further discussion they left to seek the advice 
of a psychiatrist, relieved that they had taken a first 
step in admitting a secret which up to that point 
they had been ashamed of. 


The caseworker had given these sisters 
information about resources, encouraging 
acceptance, had not pushed them, had 
helped them continue to feel self-respecting, 
and had freed them at the end to make a 
healthy move. She had not feared to help 
them take hold of a subject which, though 
it had not been previously mentioned in 
words, was a living part of their problem. 
She did not try to make them discuss some- 
thing they did not want to discuss, but 
made it easy for them to do so when she 
found they could. 


Helping the Client Discuss the Problem He 
Is Avoiding 


There are times when the caseworker 
has to take over control of the situation. 
This may seem a strange skill to suggest, 
since we are used to evoking and to drawing 
out, rather than to controlling. In inter- 
views at the Community Information 
Center there are times when the worker 
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deliberately has to stop a client in his dis. 
cussion or has to bring him back to the syb. 
ject of the interview. Otherwise, an hour 
may be spent in pleasant or garrulous by- 
ways with the work remaining undone when 
the client leaves. 


Mr. B, for example, brought in by a labor leader, 
asked for $50 for glasses and $50 for his new teeth, 
He earned $21 a week in “the best flophouse ip 
Minneapolis” and received $21 a month pension, 
Mr. B started to tell his life story—discussed the 
fact that he had been a minister, his three nervous 
breakdowns, his leaving the church. When the 
caseworker tried to get to the point, he remarked, 
“Don’t interrupt me.” She replied firmly that she 
must interrupt him since they had to talk about 
what he came for. Controlling the interview to 
this extent was excellent for this particular man, 
and he then began discussing what he had come in 
for with considerable zest. 


Deciding when and where to take firm 
hold in an interview is an exercise in skill 
which needs constant study and evaluation. 

The casework skills employed in all the 
cases cited above might run roughly as 
follows: 

1. Explanation of the function of the 
Community Information Center as this is 
related to the client’s request. 

2. Giving the information the client re- 
quests—at one time or gradually, as indi- 
cated. 

3. Listening, waiting, and relaxing on the 
part of the caseworker as the need for this 
is indicated. 

4. Emphasis on the present situation, 
securing from the client only essential data. 

5. Early recognition of the kind of person 
the client is and continuing sensitivity to 
him and his needs. 

6. Different degrees of caution—less with 
Mr. B, more with the sisters, and most with 
Mr. O. 

7.-Taking hold of and using information 
as the client gives evidence of interest and 
of capacity to use help. 

These skills led, with Mr. O, to the part 
of the problem he was able to consider; 
with Mr. B, directly into the problem he 
came for; with the sisters, to a change in 
the statement of their problem. All of 
them led to strength on the part of the 
clients to move forward to the next step. 

It is evident that the caseworker did not 
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lead the client into a discussion of deeper 
roblems from which neither he nor the 
caseworker could emerge. Mr. O's depend- 
ence was untouched, as was the middle-aged 
ladies’ hostility toward their sick sister. 
What Mr. B’s deeper problem was we do 
not know, but in any case, it, too, remained 


untouched. 


Skills in Use of Resources, Telephone, and 
Recording 


Some comment should be made on skills 
in relation to three different aspects of the 
center’s functioning: use of resources, use of 
telephone, and recording. It is a simple 
matter to refer to a client who clearly knows 
what kind of resource he wants and can use. 
Sometimes the client is referred in stages 
to one resource or another. 

Working with Mrs. A falls into the group 
of casework skills in which the client is 
finally helped to get to his real problem. 


Mrs. A, the mother of 7-year-old Allan, wanted 
only a list of private schools “for children who are 
a little slow.” After studying and discussing the list 
of such schools she said they were too expensive. 
Further discussion brought out her willingness to 
talk with the teacher, to discuss the intelligence 
test from the Child Study Department, and to talk 
over the problem with the school social worker. 
At this point she was projecting her difficulties and 
the caseworker accepted this, recognizing the 
futility of bringing the problem back to Mrs. A 
herself. (One of the things she was doing was to 
train her binoculars on the playground at recess, 
from her home across the street from the school, 
where she invariably saw boys knocking Allan’s cap 
off or darting after him to trip him up.) Feeling 
that this planning was as much as Mrs. A could do 
at this point, the caseworker commended her for 
actually taking steps to better the situation, a genu- 
ine bit of praise in the mother’s anxious struggles 
for help. 

A month or so later Mrs. A telephoned saying that 
her husband told her “it’s my problem, not Allan’s” 
and asked where she could get help. She was then 
directed to a family agency. She would have been 
directed to the family agency during the initial 
office interview, could she have accepted it. But 
at that point Mrs. A wanted to handle her problem 
herself. We have found that information given 
too early or inappropriately falls on deaf ears. 


We are experimenting increasingly in our 
use of the telephone. Many things that 
we formerly thought could be done only in 


435 


person, with the caseworker on one side of 
the desk and the applicant on the other, 
we find can be done on the telephone. 
Variants of the same skills mentioned 
earlier are employed in many of these situ- 
ations—some simple and some complex. 
Mrs. H, who wanted a “poor little girl” to 
spend Christmas Day with her in her home 
at Lake Minnetonka, was helped to have a 
feeling of satisfaction in changing her re- 
quest to doing something for children in 
a children’s treatment or study center 
through discussion of resources and of cur- 
rent social thinking, and through accept- 
ance of her as a person. Mrs. J, who called 
to get the name of a nursery school for her 
2-year-old twins because she wanted to go 
to work, grew thoughtful as she secured 
greater understanding of the external facts. 
The caseworker gave her the names of 
nursery schools, and discussed the problems 
of costs and transportation. Mrs. J then 
mentioned the problem of undone house- 
work and cooking and finally raised the 
questions of whether she would make 
enough money to warrant the expense of 
the nursery and whether she would be able 
to handle the disturbed conditions at home 
which would result. She had been tempted 
by visions of more money into considering 
an unsound plan for herself and her family. 
There could, of course, be more to the 
situation than this, but since the young 
mother did not pick up the caseworker’s 
casual reference to the possibility of plan- 
ning with a family agency, the caseworker 
did not press it. 

In the case of Mrs. H, the caseworker’s 
skills were used in helping the client move 
from her original request to one which was 
socially, as well as personally, desirable. In 
the second case, the young mother was 
helped to make a beginning in understand- 
ing and accepting her real problem. In 
both, the fact that this was done on the 
telephone was in no way a hindrance to 
sound casework. 

In our recording, we work for clarity, 
simplicity, and brevity. We want a work- 
sheet to be used for consultation, referral, 
and study. Long descriptions are avoided, 
clients’ attitudes sparingly commented on, 
and sterile pictures of a client’s appearance 
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and the process recording of interviews are 
eliminated. The information recorded 
includes a basic minimum of identifying 
data, the essential facts of the request, what 
was done, the final decision, and referral. 
It is evident that this kind of recording is 
clearly related to our function, although we 
are probably following the trend of the 
whole casework field toward more selective 
and briefer recording. For our own pur- 
poses, we have telescoped and abbreviated 
the recording of interviews until all that 
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remains are objective facts, tersely tolg 
This is our goal. We are sometimes tempted 
to describe persons and interviews at some 
length, but instead the caseworker limits 
himself to the essential points given above. 

One of the satisfactions a worker gets in 
a community information center is freedom 
in learning in a setting where ideas haye 
not solidified to a point of rigidity, but 
where one may experiment, use concepts ag 
they prove their worth, or discard them 
when they do not. 


Editorial Notes 


The Matter of Confidentiality 


The social work field should recognize, 
without delay, the dangers inherent in the 
recent action of Congress, nullifying the 
protection of confidentiality which had been 
insured by the Social Security Act. It seems 
to us that it is highly important for social 
workers and social agencies to be aware of 
the facts and their implications and to en- 
deavor to counteract the insidious attack on 
public welfare administration and public 
assistance recipients implicit in the action. 

In brief, these are the facts: Since July 1, 
1941, the Social Security Act has required 
that all state plans for the federally-aided 
public assistance programs must “provide 
safeguards which restrict the use or dis- 
closure of information concerning appli- 
cants and recipients to purposes directly 
connected with the administration of such 
programs.” The effect of this provision was 
recently modified by Congress by means of 
a rider to the new tax law. A state may now, 
without jeopardizing the receipt of federal 
grants, prescribe by legislation the “condi- 
tions under which public access may be had 
to records of disbursement of any such funds 
or payments within such state, if such legis- 
lation prohibits the use of any lists or 
names obtained through such access to such 
records for commercial or political pur- 
poses.” 

Thus, the action of Congress does not 
automatically remove the existing safe- 
guards in state laws or agency regulations 
against the use or disclosure of such infor- 





mation. The removal of the federal sanc. 
tion, however, does open the door to state 
action (such as has already occurred in Indi. 
ana), which may well result in a break. 
down of the safeguards that have become, 
during the past ten years, an integral and 
accepted part of public assistance adminis- 
tration. 

One disturbing aspect of the affair is 
that Congress succeeded in breaking down 
a provision of the Social Security Act by 
the devious means of a rider to a tax bill, 
and not by the usual procedural method 
of study and open hearings on the Act 
itself. This successful backdoor attack may 
perhaps result in other attempts to by- 
pass accepted democratic legislative proc- 
esses. 

Social workers should be alert to the 
impending legislative issues on the state 
level where the battle, on the point of 
access to recipients’ names, is now to be 
carried. Whether state legislative bodies 
throughout the country will use their dis 
cretionary power to support or oppose the 
principle of confidentiality remains to be 
seen. It is to be hoped that social work 
organizations and other informed groups 
will have some real influence on the deci- 
sions to be made by the states. 

It is difficult to predict how strong the 
community voice on behalf of the principle 
will be. The action of Congress appears 
to be a culmination of a series of efforts, 
originating in many quarters, to discredit 
both public welfare administration and the 
recipients of public assistance. These at 
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tacks, in essence, are an expression of an 
ancient punitive attitude toward people 
in need, made respectable under the guise 
of a simple way to discourage “chiselers.” 
Social work obviously should speak emphat- 
ically about the futility of such an adminis- 
trative device. As we all know, the only 
effective way to cope with irregularities is 
through careful, efficient, and humane study 
of the individual and his needs. 

Another factor that will affect legislative 
decisions is the degree to which the current 
knowledge about human beings and their 
personal, family, and social needs and rela- 
tionships is accepted by the general popu- 
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lation. Now, at this critical point, the social 
work field has a special responsibility to 
reafirm certain basic principles about 
human needs and about established ameli- 
orative, protective, and preventive meas- 
ures. 

To revive the spirit and the philosophy 
of the old Poor Laws is unworthy of our 
democratic pretensions. The right of pri- 
vacy is recognized in a host of civic and 
legal relationships. Is this right to be lost 
if individuals become ill, blind, old, or 
fatherless? If so, it represents a reversal 
of every principle for which social work 
has stood for many years. 


Book Reviews 


SOCIAL WORK YEAR BOOK 1951: Margaret B. 
Hodges, Editor. 696 pp., 1951. American Asso- 
ciation of Social Workers, New York, or SOCIAL 
CASEWORK. $5.00. 


The 1951 Year Book is the cleventh edition of 
this publication, which is issued biennially. It is the 
first to be published under the auspices of the Amer- 
ican Association of Social Workers. Inaugurated in 
1930 by the Russell Sage Foundation, it was edited 
first by Fred S. Hall until his retirement in 1935 and 
then by Russel H. Kurtz for six subsequent issues. 
The Association is unusually fortunate in having 
been able to obtain the services of Margaret B. 
Hodges, who acted as assistant editor for the early 
editions of the Year Book and was the editor of 
the 1949 edition. 

Miss Hodges had the help of an Advisory Com- 
mittee which included broad representation from all 
groups which the Year Book is designed to serve. 
Representative users of the volume, such as schools 
of social work and national agencies, were can- 
vassed to learn what type of volume these poten- 
tial users felt would best meet their needs. The 
overwhelming response was in favor of continuing 
the general form of previous editions. 

The present volume, therefore, like its predeces- 
sors, contains two main divisions. Part I consists 
of seventy-three signed articles listed alphabetically 
and written by authorities on the topics discussed, 
and Part II, of four directories of agencies whose 
programs are integral with or related to the subject 
matter of Part I. 

The topical articles describe organized activities 
or programs rather than individual agencies. The 
authors attempt to give an up-to-date cross section 
view of each field with a minimum of historical 


background. Important developments occurring 
since the issuance of the 1949 edition of the Year 
Book have been emphasized, notably the 1950 
amendments of the Social Security Act. Social 
work’s involvement in the emergency resulting 
from the war in Korea is discussed in an article 
on Social Work and the National Emergency. The 
bibliographies appended to the topical articles con- 
tain selected references to the literature of the sub- 
ject discussed. These lists include a total of 1,208 
books and pamphlets and 658 articles in periodicals 
and constitute what is believed to be one of the 
most extensive bibliographies on social work cur- 
rently available. 

Several changes in presentation of subject matter 
have been made. Four new topical articles are 
included: Family Life Education, Informal Edu- 
cation, Social Work and the National Emergency, 
and Youthful Offenders. Two topical articles, 
Social Insurance, and Unions and Social Work, 
which were included in earlier issues, have been 
restored. Describing activities discussed in the 1949 
edition under other titles are five articles: Inter- 
national Social Work, Personnel Standards in Social 
Welfare, Settlements and Neighborhood Centers, 
Social Work Research, and Statewide Organization 
in Social Welfare. Several previously discussed 
topics have been omitted, but their subject matter 
has in general been incorporated in other articles. 
There are six fewer topical articles in the 1951 
volume than in the 1949 Year Book. The decrease 
in the number of articles is partially accounted 
for by broader topical headings. 

Part Il—Directories of Agencies—is in four sec- 
tions. International Agencies lists 23 international 
agencies, both governmental and voluntary, which 
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operate in the broad field of health and welfare; 
National Agencies—Governmental includes 65 fed- 
eral agencies whose functions are within or closely 
related to the field of social work; National Agen- 
cies—Voluntary contains a list of 422 voluntary or- 
ganizations in the United States; and Canadian 
Agencies includes 39 selected governmental and 
voluntary Canadian agencies. Agencies are listed 
without endorsement of their programs or 
standards. 

The 1951 Year Book maintains the same high 
standards of previous years. It is designed not 
only for social workers and practitioners in re- 
lated fields but also for legislators, board members, 
and other interested persons. It is an invaluable 
encyclopedia of organized activities in social work. 
and its bibliography alone should make it a must 
for every social agency that wants its workers 
to be aware of developments in the various fields 
of social work. 

LINN BRANDENBURG 
Community Fund of Chicago 
Chicago, Illinois 


VOCATIONAL REHABILITATION OF PSYCHIATRIC 
PATIENTS: Thomas A. C. Rennie, M. D., Temple 
Burling, M.D., and Luther E. Woodward. 133 
pp-, 1950. The Commonwealth Fund, New 
York, or SoctAL CASEWoRK. 75 cents. 


This is a practical little book, interestingly writ- 
ten, and one which meets a very real need. It is the 
report of a study of improved and recovered patients 
released from six state hospitals in three different 
states, and deals with the various kinds of vocational 
rehabilitation services needed. It was found that 
about 15 per cent of the patients released—chiefly 
young patients who had no specific work skills, older 
patients who had been in the hospital for periods 
of such length that they had lost their special 
skills, and other patients who needed various kinds 
of refresher courses before they could return to their 
previous occupations—needed referral to vocational 
rehabilitation services. 

In the light of these findings the authors suggest 
practical ways in which vocational opportunities 
can be developed and extended in the hospitals, 
and cases can be found for referral to the rehabilita- 
tion services. They stress the co-operative role of the 
hospital social worker with the vocational counselor, 
as well as with the training and placement officer. 
The need for further research in the field of voca- 
tional rehabilitation of the psychiatric patient is in- 
dicated. 

The importance of a satisfying job, which gives the 
patient standing with his family as a wage earner 
and which gives him respite from family pressures 
and tensions, as well as providing a certain stabiliz- 
ing routine in his life, has long been recognized. As 
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the authors point out, further research is n 
and it is hoped that they may be able to carry oy 
this recommendation, particularly on the subject of 
fitting the patient’s personality as well as his skills 
to the job. 

HESTER B. CRUTCHER 

State of New York 

Department of Mental Hygiene 

Albany, N. Y. 


SOCIAL CASE-WORK IN GREAT BRITAIN: Cherry 
Morris, Editor. 223 pp., 1950. Saber and Saber, 
Ltd., London. 12 shillings, sixpence. 


In her Foreword to this book Miss Morris says: 
“The question is often and increasingly asked why 
English social workers are so loath to write about 
their work.” She does not attempt to answer the 
question but goes on to discuss the fact that the 
demand for more and better-trained social workers 
has led to an increased emphasis on the impor. 
tance of training, and that this in turn has demon- 
strated the importance of the theoretical side of 
the work and has emphasized the need for books, 
It was to meet what has become this urgent need 
in Great Britain that a group of social workers met 
together to plan and produce this book. The 
reader naturally asks, first of all, “Does the book 
succeed in this purpose and help to fill the gap in 
English writing about social work?” 

One book cannot, in any instance, be more than 
a beginning. Social Case-work in Great Britain 
certainly succeeds, however, in laying the founda 
tion for future study, and it is to be hoped that 
other books will follow and will deal with the many 
vital problems that are only indicated here. In 
form, the book is a symposium by individual pro- 
fessional social workers who are engaged in dif- 
ferent branches of social casework. The main 
body of the book is devoted to descriptions of the 
work of these various branches: medical social work, 
family casework, psychiatric social work, child care 
work, moral welfare work (mainly concerned with 
the special problem of unmarried mothers), and 
probation. In the case of each, roughly the same 
pattern is followed—a brief history of the work, 
van account of its present operation illustrated by 
case histories, and some mention of the problems 
that beset the work. 

A book written in this way by several authors 
is naturally uneven, and different chapters will 
have different appeal by the nature of their sub- 
jects. Taken together, these chapters present an 
admirable introduction for students taking up, o 
considering taking up, social casework. They 
should help them to see social casework in relation 
both to other forms of social work and to the field 
as a whole, and also to see where the different forms 
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of social casework separate from each other as well 
as where their common basis lies. One hopes that 
the book may also get into the hands of some of 
the general English public whose vocabulary still 
(alas!) lacks the word “casework,” and of people 
like doctors and officials who refer clients to case- 
work agencies and yet obviously have little or no 
understanding of the nature of casework. 

In addition to these descriptive essays, the book 
includes two general introductory chapters, written 
jointly by Una Cormack and Mrs. K. McDougall. 
In the first chapter they indicate the place of case- 
work in the social services, and in the second they 
describe the general procedure in casework, the 
use of the interview, how a history is obtained, 
diagnosis, and so on. Apart from their value as 
an introduction, these chapters are important in 
that they show clearly the common principles and 
methods which underlie the various branches of 
casework. In this way they demonstrate the unity 
of the casework field—a unity that is all too easily 
obscured even to caseworkers themselves by the 
emphasis on specialization and by the specialized 
training which Miss Younghusband deplores in 
another part of the book. Here we can see signs 
of the “new leaven” working—signs that casework 
is being “reoriented by the new discipline” of 
psychiatric social work, although elsewhere in the 
book these signs are sadly lacking. In the chapter 
on family casework, for example, it is both notice- 
able and regrettable that little mention is made 
of the present or future trends of the work in a 
community of state social services. Moreover, the 
reader looks in vain for discussion of progress in 
marriage guidance or problem family work, or of 
the relation of casework and psychiatry. 

In a most thoughtful but all too brief Conclusion 
to the book, Eileen Younghusband touches on 
fundamental issues and the reader is certainly left 
asking for more. It is only here that the all-impor- 
tant question of training for social work is raised, 
and dissatisfaction is expressed with the present 
English system of an ad hoc training for each 
branch of casework. It was thought, Miss Morris 
says, that a separate volume would be needed on 
the subject of training. This is undoubtedly true, 
but even so it is a pity that it was not possible to 
include an introductory essay on the subject in a 
book of this kind. 

Miss Younghusband quotes the statement: “The 
problem of our generation is to make benevolence 
scientific.” How far have English social workers 
gone in solving this problem, according to what is 
written here? Judging by the main body of the 
book the reader is left thinking that they have not, 
in fact, gone very far. It may be that the English 
contribution to social work thinking and practice 
is, as Miss Morris suggests, to keep to the traditional 
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“middle way” and not to take an extreme psychiatric 
position. The impression given by this book, how- 
ever, is that the fear that psychiatry may have too 
much influence has led to an overresistive attitude, 
and that the English social worker is not even yet 
convinced that she is a professional worker. Miss 
Deed’s assertion that no type of problem is outside 
the scope of a family casework agency, and her 
easy assumption that to have no special terms of 
reference is something that is unhampering, show 
that in this field, far from being sacrificed to 
science, benevolence is certainly not yet scientific. 
For that we must still look to the future. 
PHYLLIS E. SMART 
Family Welfare Association 
London, England 
FOOD FOR LITTLE PEOPLE: Hazel Kepler and Eliza- 
beth Hesser. 276 pp., 1950. Funk and Wag- 
nall Company, New York, or Soca, Casework. 
$3.75. 

The authors have combined their professional 
skills and talents as hospital dietitian and journalist 
to write an authoritative and cheerful book de- 
signed for the young mother who wants to feed her 
child correctly, but who would also like to have 
fun doing it. 

A dietary standard for good nutrition is outlined, 
and is discussed in terms of the simple every-day 
foods that will assure adequacy. At every point 
specific and practical suggestions are given on how 
to combine foods to make suitable meals that chil- 
dren will enjoy. The authors have a healthy re- 
spect for the time, energy, initiative, and planning 
which are required if a home is to be happy and 
well managed, and a family well fed. Their dis- 
cussions and counsel are tempered with sound 
psychology and supplemented with ingenious sug- 
gestions for putting information into practice. 

In addition to the information on food and 
nutrition, and meal planning and preparation, 
there are new suggestions and old favorites for food 
for holidays and parties. The chapters on sickroom 
diets and on entertainment for the convalescent 
will answer many questions on the care of the sick 
child. There are recipes at appropriate places 
throughout the book, and though they are not 
geared specifically to low incomes, some suggestions 
for economical dishes are included. 

We have been waiting a long time for a book 
on food for children which would give sound infor- 
mation on nutrition and child care, which could 
be used as a reference for parents of small children, 
and which they would enjoy reading. We think 
this is the book. 

Luise K. Appiss 
Community Service Society of New York 
New York, N. Y. 





Have You Seen These? 


Probation and Related Measures. This study is 
concerned primarily with probation in the strict 
sense of the term, but includes a concise analysis of 
the historical and present-day relationships between 
probation and other measures involving the condi- 
tional suspension of punishment. (United Nations, 
Department of Social Affairs, New York 17, N. Y., 


1951, $3.00.) 


Systems of Social Security: New Zealand. The first 
of a series of handbooks on national systems of 
social security, to be published according to a plan 
drafted by the International Labour Office. Covers 
the structure of the social security system, legisla- 
tion, range of persons protected, and benefits pro- 
vided, and gives a detailed description of the scheme 
designed for each category of eligibility. (Inter- 
national Labour Office, Geneva, Switzerland, 1949, 
40 cents.) 


International Survey of Social Security. A survey 
of social security systems in the territories of forty- 
five States, Members of the International Labour 
Organisation. Briefly reviews and compares the 
main features of national systems; summarizes the 
legislation of each country. (International Labour 
Office, Geneva, Switzerland, 1950, $1.50.) 


Effective Use of Social Science Research in the 
Federal Services. Suggests suitable ways of using 
the social sciences. Discusses briefly such matters 
as obtaining personnel, selection and formulation 
of problems, use of staff, need for preliminary plan- 
ning, execution of research, and so on. Will be of 
service to the government official who wishes to take 
advantage of what to him is a new resource. (Rus- 
sell Sage Foundation, 505 Park Ave., New York 22, 
N. Y., 1950, 50 cents.) 


How to Be a Good Mother-in-Law and Grand- 
mother, by Edith G. Neisser. Makes it clear that 
there is more good than bad to be said for these 
roles. The much maligned mother-in-law has an 
important part to play in the modern family, and it 
is high time that we stressed her virtues instead of 
her shortcomings. Describes the bad features but 
emphasizes the positive values. (Public Affairs 
Pamphlet No. 174, Public Affairs Committee, Inc., 
22 E. 38 St., New York 16, N. Y., 20 cents.) 


Labor Dictionary: A Concise Compendium of 
Labor Information, by Paul H. Casselman. This 
volume, which contains 2,500 entries, consisting of 
definitions of labor terms, biographical sketches of 
labor leaders, accounts of labor agencies and unions, 
labor legislation acts, and so on, is useful as a con- 
cise reference guide on matters concerning labor. 
(Philosophical Library, 15 E. 40 St., New York 16, 
N. Y., 1949, $7.50.) 
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Personnel Vacancies 


Vacancies are listed alphabetically by stat 
by agency and city within the me , ie. 


EXECUTIVE SECRETARY. Catholic graduate of accredited 
school, with supervisory experience. Multiple-service agency 
Opportunity for community leadership. Salary range $3600. 
$4500. Write Mary Vetter, Catholic Social Service, 79) £ 
Monroe, Phoenix, Ariz. . 





SOUTHERN CALIFORNIA. Professionally qualified case. 
worker interested in practice of family counseling in set. 
ting with good supervision, psychiatric consultation. Mem. 
ber National Retirement Plan. Salary scale 

Write to Nevin Wiley, Family Service Association, 645 
A St., San Diego |, Calif. 





CASEWORKERS. Training in accredited school. For child. 
placing division and for family division. Qualified super. 
visors; psychiatric consultation program; pleasant working 
conditions. Salary range $2664-$3708 plus $20 a month 
cost-of-living. Apply to General Director, Catholic Social 
Service, 1825 Mission St., San Francisco 3, Calif. 





CASEWORKER—graduate, female, for children's department 
of multiple-service agency. Child welfare experience desir- 
able. Salary $3000-$3940 depending on experience. Excellent 
supervision; psychiatric consultation; delightful community, 
Opportunity for student supervision if qualified. Write Dr. 
Alfred M. Neumann, Jewish Family & Children's Service, 
314 14th St., Denver 2, Colo. 





MEDICAL SOCIAL WORKER—for department in teaching 
hospital interested in psychosomatic approach. Regular 
supervision, psychiatric consultations, staff development pro- 
gram. Beginning salary $254, regular increments. Require 
completion of accredited medical social sequence in ap- 
proved school of social work. Write Director Medical Social 
Service, University of Colorado Dept. of Medicine, 4200 
E. Ninth Ave., Denver 7, Colo. 





MEDICAL SOCIAL WORKER—graduate of an approved 
school of social work, for general hospital with expanding 
program. Experience desired but not essential. Salary 
range comparable with good agency practice. Write Direc- 
tor, Social Service, Bridgeport Hospital, Bridgeport 8, Conn. 





CASEWORKER. In small multiple-service agency, located 
in hospital. Experience in either casework or medical social 
work required. Staff includes psychiatrist and psychologist. 
Salary commensurate with qualifications. Bristol Family 
Service Agency, Neweli Rd., Bristol, Conn. 





PSYCHIATRIC SOCIAL WORKERS 


_Positions immediately in expanding social service 

department of large California state hospital. 
Ideal climate; located near beach and moun- 
tains 55 miles from Los Angeles. Student train- 
ing unit. Varied casework program. Civil serv- 
ice status, retirement plan. Opportunity for ad- 
vancement and experience in clinic and extra- 
mural service. Qualifications: Senior, completion 
of two-year graduate curriculum in psychiatric 
social work and two years’ full-time supervised 
experience; Junior, same education as for senior, 
no experience necessary. Salary: Senior, $358- 
$436; Junior, $295-$358. Write Superintendent, 
Camarillo State Hospital, Camarillo, Calif. 
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USO-TRAVELERS AID SERVICE 


CASEWORKERS — Graduates of accredited 
school of social work for positions in communi- 
ties near large military and defense industry 
establishments. Salary range $3600-$4200 with 
entry salary depending on experience. Positions 
of varying degrees of responsibility, some to 
carry case load independent of supervision, oth- 
ers to give supervision. 

UNIT DIRECTORS—To head small units of one 
or two staff members. Will organize and ad- 
minister service program, supervise staff, recruit 
and train volunteers, and carry some case load. 
Graduation from accredited school of social 
work and experience required. Candidates whose 
experience includes some administrative and 
community responsibility will find this excellent 
opportunity for initial executive experience. Sal- 
ary range $3900-$5500 depending on experience, 
size of unit. 


Apply to: National Travelers Aid Association 
425 Fourth Ave., New York 16, N. Y. 














THE SOCIAL WELFARE UNIT 
NEW YORK STATE EMPLOYMENT SERVICE 


offers to graduate caseworkers, 
group workers, and executives a 
placement service without charge. 


One East 19th St. OR 7-9100 
New York, N. Y. 








EXPERIENCED 
SOCIAL WORKERS: 
(Women) 


American Red Cross Service in 
Military Hospitals 
needs: 
Field Directors to administer 
Red Cross program 
(Previous Red Cross experience 
required) 
Assistant Field Directors for counseling on 
personal problems, reports to and from families, 
financial assistance, collaboration with military 
social workers. 
Apply to: 
NATIONAL DIRECTOR OF PERSONNEL 
AMERICAN RED CROSS 
National Headquarters 
18th & D Sts., N.W. 
Washington 13, D.C. 








Binders for 
SOCIAL CASEWORK 


To keep your current issues readily available — 
use the convenient binder, of black fabricoid, — 
with the name of the magazine imprinted in 
on spine and front. Each binder holds 12 issues, 
which are easily removable. 

Price: $2.50, Postpaid 


SOCIAL CASEWORK 


192 Lexington Ave. 
New York 16, N. Y. 
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